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Treatment 


Hypertension* 


When more potent drugs are 
needed, prescribe one of the con- 
venient single-tablet combinations 


Rauwiloid’ + Veriloid” 
alseroxylon 1 mg. and alkavervir 3 mg. 
or 


Rauwiloid’ + Hexamethonium 
alseroxylon 1 mg. and hexamethonium 
chloride dihydrate 250 mg. 


Many patients with severe hypertension can be main- 
tained on Rauwiloid alone after desired blood pres- 
sure levels are reached with combination medication. 


* 
Because 


RAUWILOID provides effective Rauwolfia 
action virtually free from serious side effects 
... the smooth therapeutic efficacy of Rauwiloid 
is associated with a lower incidence of certain 


unwanted side effects than is reserpine...and 
with a lower incidence of depression. Toler- 
ance does not develop. 

RAvUwWILOID can be initial therapy for most 
hypertensive patients... Dosage adjustment is 
rarely a problem. 


Northridge, California 
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safe ... prompt... acceptable 


. viscolized at 3,000 pounds pressure to assure uni- 
formity and stability, Trip-sul suspension is a pourable, 
palatable, pleasant tasting triple-sulfa of wide choice 
—buffered with sodium citrate to eliminate crystal 
formation in the kidneys. 


Sulfacetamide, too! 


TRIP-SUL SUSPENSION TRIP-SUL TABLETS 
Each fluid ounce (30 cc.) contains: Each pink tablet contains— 
1 gm Sulfamerazine USP. .... 1667 m 


(Equivalent in buffering power of 40 grs. 
sodium bicarbonate) 


Packaged: Pints and Gallons 


Carrtone Laboratories, Inc. 


NEW ORLEANS, LOUISIANA 
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New from Lederle 


a logical combination in appetite control 


meprobamate with dextro-amphetamine sulfate LEDERLE 


w 
meprobamate eases 


tensions of dieting 


d-amphetamine 
depresses appetite 
and elevates mood 


...Without 
overstimulation 


...Without 
insomnia 


Without 
barbiturate hangover 


Each coated tablet (pink) contains: 
d-amphetamine sulfate .. . . 5 mg. 
meprobamate .......... 400 mg. 
Dosage: One tablet taken one-half 


to one hour before each meal. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COM PANY, Pearl River, New York 
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SYMPOSIUM REPORT: 


ALTAFUR in antibiotic- 


resistant staphylococcal infections 


ALTAFUR proved superior to any other 
single agent against staphylococcal infec- 
tions encountered in the pediatric section of 
a general hospital. Introduced during an 
epidemic of severe staphylococcal pneu- 
monia and bronchiolitis in younger children, 
ALTAFUR was employed in treating a total 
of 59 infants or juvenile patients, most of 
whom had upper or lower respiratory tract 
involvement. Almost all had been given 
antibiotics without effect; 34 were judged 
severely or critically ill. Cures were ob- 
tained in 54 of these patients after a 3 to 
10 day course of ALTAFUR. There was only 
one failure (results were inconclusive in the 
remaining four cases). Mixed infections 
with Pneumococcus or Streptococcus sp. 
also responded readily. 


ALTAFUR was administered orally in vary- 
ing dosage: the optimal dose is believed to 
be about 22 mg./Kg. daily. 

Side effects were minimal in these patients, 
being limited to gastric intolerance in a few 
cases, usually controllable by giving the 
drug with or after meals. Laboratory studies 
performed before and after ALTAFUR treat- 
ment revealed no adverse influence on renal, 
hepatic or hematopoietic function, nor other 
signs of toxicity. 

In vitro, staphylococci isolated in this series 
proved uniformly susceptible to ALTAFUR, 
whereas many strains were resistant to a 
variety of antibotics. With ALTAFUR as with 
all nitrofurans, the lack of development of 
significant bacterial resistance is considered 
a major advantage over other antimicrobials. 


Lysaught, J. N., and Cleaver, W.: Paper presented at the Symposium on Antibacterial Therapy, Michigan 
and Wayne County Academies of General Practice, Detroit, Sept. 12, 1959 (published Nov., 1959) 


i 4 
: 
ate 
4 
= 


bright new star 


in the antibacterial firmament 


the first nitrofuran effective orally 


brand of furaltadone 


in systemic bacterial infections 


a Antimicrobial range encompasses the majority of common 
infections seen in everyday office practice and in the hospital 


w Decisive bactericidal action against staphylococci, streptococci, 
pneumococci, coliforms 


@ Sensitivity of staphylococci in vitro (including antibiotic- 
resistant strains) has approached 100% 


w Development of significant bacterial resistance has 
not been encountered 


mw Low order of side effects 


w Does not destroy normal intestinal flora nor encourage 
monilial overgrowth (little or no fecal excretion) 


Tablets of 50 mg. (pediatric) and 250 mg. (adult) 
Average adult dose: 250 mg. four times a day, with food or milk 


Pediatric dosage: 22-25 mg./Kg. (19-11.5 mg./Ib. body weight daily 
in 4 divided doses 


CAUTION: The ingestion of alcohol in any form, medicinal 
or beverage, should be avoided during Altafur therapy. 


NITROFURANS~—a unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 
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TRICHOMONAS 
MONILIA 
BACTERIA 


welcome clinical advance... 
effective medication 


in an appealing form 


ere 
Soft and steak i ae, the Milibis vaginal suppository offers proved therapeutic 


action* in a Vehicle giving unusual clinical advantages to both patients and physician. 


COVERS CERVIX AND VAGINAL WALL —-The pliant Milibis suppository 
disintegrates readily and molds itself to the cervix as well as the 
columns and rugae of the vaginal vault. 


SHORT DOSAGE SCHEDULE -The short course of treatment with Re 
Milibis—only 10 suppositories in most cases—together with the clean, odorless, 
non-staining qualities eliminates psychic barriers which often interrupt 
longer treatments before complete cure. 


Vaginal Suppositories 
Now supplied with (| LABORATORIES Dih 
plastic applicator New York 18, N.Y. "7 


SUPPLIED: BOXES OF 10 iti meine *97 per cent effective in a study of 564 cases; 

with applicator. SUPPOSITORY PLACEMENT 94 per cent effective in a series of 510 cases. Inn 

Milibis (brand of glycobiarsol), trademark reg. U.S. Pat. Off. gic ( 
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Results with “. . . antacid therapy with DAA are essentially the same as... with 
potent anticholinergic drugs.”’ 


| 
Dihydroxy aluminum aminoacetate, N.N.R. 


In recent years, a number of new synthetic anticholiner- 
gic drugs with numerous and varying side effects have 
been investigated for treatment of peptic ulcer. However, 
a double-blind study conducted recently by Cayer et al 
Suggests that the use of such anticholinergic drugs is 
seldom necessary. The authors concluded that “The 
percentage of ‘good to excellent’ results obtained in 


BRAYTEN PHARMACEUTICAL COMPANY 


patients on continuous long-term antacid therapy with 
DAA (74%) is essentially the same as that previously 
noted in ulcer patients treated under similar conditions 
with potent anticholinergic drugs alone.” 

The authors’ choice of dihydroxy aluminum amino- 
acetate (DAA) was based on the fact that “‘the tablet 
form of DAA (is) more active than a variety of straight 
aluminum hydroxide magmas.” They further commented 
that “Because of the convenience of tablet medication 
as compared with the liquid gel—a convenience which 
in the use of other tablets is gained at the expense of 
therapeutic effectiveness—dihydroxy aluminum amino- 
acetate was used exclusively.” 

AucLyn (dihydroxy aluminum aminoacetate) Tablets 
are supplied in bottles of 100 tablets (0.5 Gm. per tablet). 


‘i Chattanooga 9, Tennessee 
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tranquilizing action 
—divorced from such 
“diffuse” effects as” 


IMELLARIL] is as effective aa the: beat 

s as effective as the best available phenoth 
toxic effects t le pheno ine, but with apprec 

wi her phenothiazines. ... This drug appe2’s 
resent a major addition to the safe and zines. ... This drug ap years 10 


a new advance in tranquilization: 
greater specificity of tranquilizing action results in fewer side effects 


s 
Ose The presence of a thiomethyl radical (S-CH;) is unique in 
N 


Mellaril and could be responsible for the relative absence of 


[ } side effects and greater specificity of psychotherapeutic action. 
N 


This is shown clinically by: 


CH, 


CH, 


1 A specificity of action on certain brain sites in 
contrast to the more generalized or “diffuse” 
action of other phenothiazines. This is evidenced 
by a lack of appreciable anti-emetic effect. 


MELLARIL 


inimal suppression of vomiting 


ttle effect on blood pressure 
d temperature regulation 


9 Less “spill-over” action to other brain areas — 
hence, absence of undue sedation, drowsiness or 
autonomic nervous system disturbances. | 


3 A notable absence of extrapyramidal stimulation. 


g suppression of vomiting 


pening of blood pressure 4. Lack of impairment of patient’s normal drive and energy. 
temperature regulation 


5 Virtual freedom from such toxic effects as 
jaundice, photosensitivity, skin eruptions, 


henothiazine- 
blood forming disorders. 
INDICATION USUAL STARTING DOSE | TOTAL DAILY DOSAGE RANGE 
ADULTS: Mental and Emotional Disturbances: 
MILD—where anxiety, apprehension and tension are present 10 mg. tid. 20-60 mg. 
MODERATE—where agitation exists in psychoneuroses, alco- 25 mg. tid. 50-200 mg. ’ 


holism, intractable pain, senility, etc. 


SEVERE — in agitated psychotic states as schizophrenia, manic 
depressive, toxic psychoses, etc.: 


Ambulatory 100 mg. tid. 200-400 mg. 
Hospitalized 100 mg. tid. 200-800 mg. 
CHILDREN: BEHAVIOR PROBLEMS IN CHILDREN 10 mg. tid. 20-40 mg. 


MELLARIL Tablets, 10 mg., 25 mg., 100 mg. 


*Ostfeld, A. M.: Scientifi ibi 
A.M: Sc ic Exhibit, American Academ 
of General Practice, San Francisco, April 6-9, 1959, 
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ORAL 


Potassium Penicillin V ® FILMTAS — FILM-SEALED TABLETS, ABBOTT. U.S. PAT. NO. 2881085 


in tiny, easy-to-swallow Filmtabs’ in tasty, cherry-flavored Oral Solution 


DECEMBER 1959 


Supplied: Compocillin-VK Filmtabs, 
125 mg. (200,000 units), bottles of 
50 and 100; 250 mg. (400,000 units), 
bottles of 25 and 100. Compocillin- 
VK Granules for Oral Solution come 
in 40-cc. and 80-cc. bottles. When 
reconstituted, each 5-cc. teaspoonful 
represents 125 mg. (200,000 units) 
of potassium penicillin V. 
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o win NEOMYCIN 


Prompt and more dependable control of 
virtually all diarrheas can be achieved with the 
comprehensive DONNAGEL formula, which pro- 
vides adsorbent, demulcent, antispasmodic and 
sedative effects—with or without an antibiotic. 
Early re-establishment of normal bowel 


function is assured —for all ages, in all seasons. 


DONNAGEL: In each 30 cc. (1 fl. oz.): 


(90 6.0 Gm. 
Hyoscyamine sulfate ........ 0.1037 mg. 
Atropine sulfate ................ 0.0194 mg. 
Hyoscine hydrobromide ....0.0065 mg. 
Phenobarbital (1, gr.)........ 16.2 mg. 


DONNAGEL WITH NEOMYCIN 
Same formula, plus 


Neomycin sulfate .............. 300 mg. 


(Equal to neomycin base, 210 mg.) 


A. H. ROBINS co., INC., Richmond 20, Virginia * Ethical Pharmaceuticals of Merit since 1878 
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Mrs. C.R. is Normotensiv¢™ 
with Singoserp/Esidrix.}' 


DECEMBER 1959 | 


By Mar 
rapy he 


Relieved of hypertensive headache, patient can now carry out heavy responsibilitig’ “" 


Severe headache —a symptom of her hyperten- 
sion — has troubled Mrs. C. R. for about 4 years. 
Her job and home life have imposed additional 
stress. Employed by a chocolate manufacturer — 
on the “swing shift” —she works in a cold room, 
wearing a coat and wool socks as protection. After 
work she waits a half hour for a bus that gets her 
home at 1:30 a.m. 

Mornings at home offer no respite. Since her 
husband, a cardiac cripple, cannot help with 


household chores, she does the cleaning andsip * R 
ping, also works on the lawn and garden. Mak i 


and her husband built their own house froma 
foundation up some years ago. After his incaptt 
tating heart attack in 1957 she poured thea > 1] 


crete walks and patio herself. 


Initially, Mrs. R.’s physician prescribed 
bamate and chlorothiazide, with no effect.) 
January 29, 1959, she was switched to Esidnt ' TI 
mg. in combination with Singoserp 0.5 mg. 
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fore treatment: B. P. 190/110 mm. Hg 


blood pressure was then 190/110 mm. Hg. 
SIV¢ By March 9, Singoserp/Esidrix combination 
rapy had lowered Mrs. R.’s pressure to 150/ 
),mm. Hg. On June 1, the reading was 140/80 
4 e¢fm. Hg. As of August 24, the patient’s blood 
spon sabiljnagessure had stabilized at that normotensive level. 
Mrs. R. is delighted with the results of 
woserp/Esidrix treatment. Her headaches are 
te. She once again has the energy to handle 
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Combination Tablets 


OTENTIATED ANTIHYPERTENSIVE 
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After treatment: B. P. 140/80 mm. Hg 


; 


her heavy responsibilities at work and at home. 

With Singoserp-Esidrix you give your hyper- 
tensive patients the benefits of potentiated ther- 
apy. Often more effective than a single drug, 
Singoserp-Esidrix usually relieves hypertension 
without side effects. Indicated in mild to mod- 
erate hypertension. 


SUPPLIED: Singoserp-Esidrix Tablets #2 (white), each contain- 
ing 1 mg. Singoserp and 25 mg. Esidrix. Tablets #1 (white), each 
containing 0.5 mg. Singoserp and 25 mg. Esidrix. 


(syrosingopine and hydrochlorothiazide c1Ba) 
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here’s what like 


about this table and tubemount... 


I’ve been using my new Picker Constellation “15” Taha 


and Ceiling Tubemount for a couple of months nog 
This is what I like about it: 


the table is completely enclosed . . . insulates me 
efficiently against scattered radiation 


the accurate beam-collimating and centering system ee : 
protects my patients against excessive dosage | 


it works like a breeze: Y'm still fresh after a long 
fluoroscoping session 


my technician handles more patients with less fuss... 
sets up radiography cases rapidly, efficiently, and with 
“no-retake” certainty. 


Last but not least—it’s a whale of a lot for the money. Believe me... 
I shopped around plenty before making the plunge, 
I think it’s one of the solidest investments* I ever made, 


Your local Picker representative will be " Rea, 
glad to give you the full story on this 

versatile diagnostic x-ray combination. "Efe 
Call any local Picker office (see ‘phone . 
book) or write: Picker X-Ray Corporation, SNC 


25 South Broadway, White Plains, N. Y. 
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RENTAL PI 


THE HOUSE-CALL ANTIBIOTIC 


"Reassuring wide range of action when culture and sensitivity tests are impractical 
"FE fectiveness demonstrated by its use in more than 6,000,000 patients 
since introduction of original product (Signemycin®) 


with triacetyloleandomycin 


Capsules Oral Suspension Pediatric Drops 
125 mg., 250 mg, raspberry flavored, 2 oz. bottle, 125mg. raspberry flavored, 10 ce. bottle (with calibrated 
per teaspoonful (5 cc.) 


dropper), 5 mg. per drop (100 mg. per cc.) 


Bibliography and professional information booklet 


0n COSA-SIGNEMYCIN available on request. Science for the world’s well-being™ 
PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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the disease of many masks 


Doctor, do you recognize this patient? She complains 
of flatulence, constipation with alternating periods 
of diarrhea, and colicky pains in the lower right 
quadrant. At other times she is troubled by anorexia, 
lassitude, dull headache, muscle pains and backache. 
Or she may have only one or two of these symptoms. 


In these puzzling cases, serious consideration should 
be given to intestinal amebiasis—the disease of 
many masks. Clinicians say it is ‘“‘one of the most 
widespread and serious protozoan diseases of man,” 
yet ‘‘there is no parasite more often misdiagnosed 
than is E. histolytica.’’ Conservative estimates place 
the incidence at 10° of the United States population 


as a whole, and 16‘ in southern states. 


Now Glarubin, a relatively non-toxic amebicide, 
simplifies the treatment of suspected cases of intes- 
tinal amebiasis. Glarubin, a crystalline glycoside from 
the fruit of Simarouba glauca, is a specific amebicidal 
agent with minimal side effects. It contains no arse- 


nic, bismuth or iodine. 


Glarubin is administered orally in tablet form and 
does not require strict medical supervision or hospit- 
alization. Extensive clinical trials prove it highly 
effective in intestinal amebiasis, and virtually free 
of toxicity. 


Supplied in bottles of 40 tablets, each tablet contain- 
ing 50 mg. of glaucarubin. Write for descriptive 
literature, bibliography, and dosage schedules. 


Glarubin 


TABLETS 
specific for intestinal amebiasis 


THE S. E. IMPASSENGILL COMPANY 


BRISTOL, TENNESSEE 
NEW YORK + KANSAS CITY + SAN FRANCISCO 
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(brand of hydroxyzine) 
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double layered Entozyme 
‘secretion digestive enzymes, “particuiarly. 


me. 
_ —released in the stomach from patients, ENTOZYME effectively improves 
gastric-soluble outer 
“of tablet. bridging the gap between adequate ingestion and pro 
USP 300 mg. _digestion. Among patients of all ages, it Has proved hel 
—released in the small intesting: in chronic cholecystitis, post-cholecystectomy 
drome, subtotal gastrectomy, panc reatitis, 
ROBINS CO., INC. 
Richmond 20, Virginia food intolerance, flatulence, 
Phormacevticals of Merit since 1878 tional disturbances. 


For 


ZYME 


case of cystitis’ 
“may actually 
have lready 
involved the 


Proteus and certain of Pseudomonas, resistant to ager 
. actively excreted by th tubule cells in addition fo glomerular | 
negligible 


milk on 
ce. tsp. 


rapid control of infection throughout the G. U. sy 
i 5 a 
and blood-forming organs safe for long-term 
FURADANTIN ADULT DOSAGE: 100 mg q. d. with meals and w 
RENCcES: 1. Editorial: Georgia 46:433, 1957. 2. Colby, | 
more, The Wil & Wilkins Co., 1953, p. 330 
LABORATORIES, NORWICH, NEW YORK Is—neither antibiotics nor sulfonamid 
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LAURYL SULFATE 


SUSPENSION 


(propionyl erythromycin ester lauryl sulfate, Lilly) 


Deliciously flavored - Decisively effective - Exceptionally safe 


FORMULA 


Each 5-cc. teaspoonful provides Ilosone Lauryl Sulfate equiva- 
lent to 125 mg. erythromycin base activity. 


UsuaAL DosSAGE 


10 to 25 pounds 5 mg. per pound of 

body weight 
25 to 50 pounds 1 teaspoonful every six hours 
Over 50 pounds 2 teaspoonfuls j 


In more severe infections, these dosages may be doubled. 


SUPPLIED in bottles of 60 cc. 


NEW! ILOSONE DROPS 


LAURYL SULFATE 


Formula: Each drop provides llosone Lauryl Sulfate equivalent to 5 mg. 
erythromycin base activity. 


Supplied in bottles of 10 cc. 


ELI LILLY AND COMPANY e INDIANAPOLIS 6, INDIANA, U.S.A. 


932732 
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Overwhelming evidence’ proves: 


capsules 
In a recent report! on 44 patients, VASTRAN FORTE reduced plasma cholesterol levels to 
normal in 21 patients and lowered cholesterol levels by at least 40% in 14 more patients 
during a 30-week period. There was no change in diet. 
VASTRAN FORTE produces no significant side effects on long-term administration. 
“No toxic reactions have been found by clinical and laboratory observations, including 
a battery of seven tests of hepatic function and needle biopsies of the liver in 17 patients 
after one year of therapy.”! However, patients must be told to expect pronounced 
warm flushing within approximately 15 minutes of the early doses. This effect is the 
normal initial response to high-dosage nicotinic acid, and is in no way harmful. It gen- 
erally does not occur after one or two weeks. 


Each VASTRAN FORTE Capsule contains: nico- 
VASTRAN FORTE contains anticholes- tinic acid, 375.0 mg.; ascorbic acid, 50.0 mg.; 
terol dosage of nicotinic acid'-" forti- riboflavin, 2.5 mg.; thiamine mononitrate, 5.0 

| fied by added B-complex factors to mg.; pyridoxine hydrochloride, 0.5 mg.; calcium 

| guard against vitamin deficiencies due pantothenate, 2.5 mg.; cobalamin onan 

tolarge dosage of a single B (vitamin B,. activity), 10.0 meg. Dosage: 
plus pyridoxine to improve utilization Dosage—2 capsules four times a day after a 
of unsaturated fatty acids in normal for twelve weeks. Thereafter dosage shou 
diets!*-!? and ascorbic acid'’ for support adjusted according to 
against degenerative arterial cl ee. requirements may vary from 1 capsule q.i.d. 

4 capsules q.i.d. Supply: Bottles of 100. 

WAMPOLE LABORATORIES, STAMFORD, CONNECTICUT 


Bibliography: 1. Parsons, W. B., Jr., and Flinn, J. H.: A.M.A. Arch. Int. Med. a: 783, 1959. 2. Parsons, W. B., Jr., and 
Flinn, J. H.: J.A.M.A. 165:234 (Sept. 21) 1957. 3. O’ Reilly, P O.: Canad. M. A. J. 78: 402 (March 15) 1958. 4. Altschul, R., 
and Hoffer, A.: Arch. Biochem. 73: 7 1958. 5. ong R. W. P; Berge, K. G,; Barker, N. W, and McKenzie, R. EF: 
Circulation 17:497, 1958 6. Altschul, R., and Hoffer, A ; Circulation 16: 499, 1957. 7. Hoffer, A., and Callbeck, M. J.: 
J. Ment. Se. 103:810, 1957. 8. Parsons, W. B., Jr., and Fii inn, J. H.: Circulation 16:499, 1957. 9. Achor, R. W. P; Berge, 

K. G.; Barker, N. W., and McKenzie, B. F: Circulation 16: 499, 1957. 10. O'Reilly, P O.; Demay, M., and Kotlowski, K.: Ae 
Int. Med. 100:797, 1957. i1. deSoldati, L.; Stritzler, G., and Balassanian, S.: Prensa méd. argent. "bh: 3286 (Nov. 8) 1957. 12. 
Parsons, W. B., Jr., et al.. Proc. Staff Meet. Mayo Clin. 31:377 (June 27) 1956. 13. Altschul, R; Hoffer, A., and Stephen, 
J. D.: Arch. Biochem. 54:588, 1955. 14. Seebrell, W H., and [tea = S.: The Vitamins; Chemistry, Physiology, Pathology, 
New York, Academic Press, 1954, vol. 2, p. 551. 15. Gregory, L.: nt. Sc. 101:85, 1955- 16. Sinclair, H. M.: Lancet 2: aa 
1956. 17. ‘Page, A.M.A. 164:2048 (Aug. 31) Rosenfeld, L.: Am. J. Clin. Nutrition 5:286, 1957 
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TE RRAMYC I 


brand of oxytetracycline 


INTRAMUSCUL 
SOLUTION | 


Initiation of therapy i after ¢ 
with new, ready-to-inject Intra 


oxytetracycline with 


oral Cosa-T 
~ every six hours will provide highly effec 
antibacterial serum and ti: 


als 


Cosa-Terramycin Oral Suspens 


125 mg./5 2.02. bottle 
Cosa-Terramycin Pediatric 

5 mg./drop (100 mg./cc.), 10 ce. bo 
with plastic dropper 


: Complete information on 


and safety establi of clinical effectiveness 

— available thro ferramycin oral forms is 

the world’s wellsbe of Astra Pharmaceuti locaine), trademark 


24 SOUTHERN MEDICAL JOURNAL DECEMBER 1959 


WHEN EN 0 N wae TREATMENT 


vol 


ELIXIR DISRUPTS TENSION 


Dependable, prompt-acting daytime sedative. 


Broad margin of safety. Virtually no drowsiness. Over a quarter century of successful clinical use. 
Alurate is effective by itself and compatible with a wide range of other drugs. To avoid barbiturate 
identification or abuse, Alurate is available as Elixir Alurate (cherry-red) and Elixir Alurate Verdum 
(emerald-green). 


Adults: 14 to 1 teaspoonful of either Elixir Alurate or Elixir Alurate Verdum, 3 times daily. ALURATE®—brand of aprobarbital. 


ROCHE tasorarorics « Division of Hoffmann-La Roche Inc Nutley 10, N.J. 
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NEW AND EXCLUSIVE 


FOR SUSTAINED 
TRANQUILIZATION 


MILTOWN’ (meprobamate) now available 


in 400 mg. continuous release capsules as 


Meprospan-400 


¢38)\ JUST ONE CAPSULE LASTS ALL DAY 


HIGHER POTENCY 
FOR GREATER CONVENIENCE 


erelieves both mental and muscular tension 
without causing depression 


e does not impair mental efficiency, motor 
control, or normal behavior 


Usual dosage: One capsule at breakfast, 
one capsule with evening meal 


Available: Meprospan-400, each blue capsule contains 
400 mg. Miltown (meprobamate) 


Meprospan-200, each yellow capsule contains 

200 mg. Miltown (meprobamate) 

Both potencies in bottles of 30. 
QyPWALLACE LABORATORIES, New Brunswick, N. 7. 
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WHENEVER COUGH THERAPY IS INDICATED 


Hycomin 


SYRUP 
THE CONMBENE Rx FOR COUGH CONTROL 


cough sedative / antihistamine / expectorant 


e relieves cough and associated symptoms 

in 15-20 minutes e effective for 6 hours or longer 
e@ promotes expectoration e rarely constipates 

e@ agreeably cherry-flavored 


Each teaspoonful (5 cc.) of Hycomine* contains: 
Hycodan® 
Dihydrocodeinone Bitartrate . 5 mg. 
6.5 mg. 


(Warning: May be habit-forming) 

NASAL Homatropine Methylbromide 1.5 mg. 
PHENYLEP Pyrilamine Maleate . . . . . . . 12.5mg. 
Phenylephrine Hydrochloride. 
Ammonium Chioride . . ... . 60mg. 
. Supplied: As a pleasant-to-take syrup. May be habit- ; 
pian forming. Federal law permits oral prescription. q 


ENDO LABORATORIES Richmond Hill 18,.New York @ 


* U.S. Pat. 2,630,400 
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and in arthritis 


PARAFO 


with Predniso on 


_ he'll be under way again soon, once he’s on — | 
> ® © prescribe Paravoy in low back pain—sprai 
4 
a4 Supplied: buff colored, bottlés of 36. | 
Precautions: The precautions and 
| i when prescribing PARAFON WITH PRE NISOLO: he 
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the only “full-range” oral hypoglycemic agent 


: 


ea eer 


As out of every 4 stable adult diabetics 


are satisfactorily and comfortably 


‘Aregulated with DBI. 


| B2 out of every 3 brittle diabetics (juvenile 


@or adult) enjoy better stabilization 


| and easier management with com- 


‘Bbination of DBI and injected in- 


ulin. The smoth, gradual onset of 
blood-sugar lowering action helps 
prevent dangerous shifts between 
hypoglycemic reactions and hyper- 
glycemic ketoacidosis. 


sulfonylurea failures — secondary fail- 
ures and primary resistant pa- 
lents may respond to DBI alone, 
or combined with a sulfonylurea. 


the full-range oral hypoglycemic agent... 
lowers blood sugar in mild, moderate, and 
severe diabetes, in children and adults 


trade mark, brand of Phenformin 


BFOR MORE DEPENDABLE RESPONSE, start your patients on DBI—entirely 
Biifferent from the sulfonylureas in chemical structure, mode of 
Baction and spectrum of activity . . 
Prange (50 to 150 mg. per day). 


. usually effective in low dosage 


no clinical toxicity in over 3000 pa- 
tients studied closely for varying 
petiods up to nearly three years. 


On a “start-low-go-slow” dosage 
pattern, DBI is relatively well 
tolerated. Gastrointestinal reac- 
tions occur most frequently in 
dosages exceeding the practical 
maximum 150 mg. daily, but abate 
promptly upon reduction of dosage 
or withdrawal of DBI. 


The physician prescribing DBI 
should be thoroughly familiar 
with its indications, dosage, pos- 
sible side effects, precautions and 
contraindications, etc. 


DBI (N!-8-phenethylbiguanide HCl) is available as 
white, scored tablets of 25 mg. each, bottle of 100. 


Write for detailed literature. 
u. Ss. vitamin & pharmaceutical corporation 


Arlington-Funk Laboratories, division 
250 East 48rd Street, New York 17, N. Y. 


i 
for most of your diabetic patients 
o, 4 
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(PYRVINIUM PAMOATE SUSPENSION, PARKE-DAV 


POVAN SUSPENSION is Singularly effective 

against pinworms...a single dose will eradicate almost 
all pinworm infections. Pleasant-tasting, 

POVAN SUSPENSION is well tolerated, easy to administer, 
and economical. Furthermore, its unique 

advantages make POVAN SUSPENSION a practical agent for 
preventing the spread of oxyuriasis in households 

or institutions where one or more members are infected. 
Striking clinical results—In one group of 

100 infected patients, results of one-dose therapy 
indicated clearance of pinworm infections 

in 96 per cent of the patients by the seventh day after 
treatment. Follow-up examinations of 96 of these 
patients, fourteen days after treatment, showed them . 
to be free of pinworm ova.! 

Stops the spread of oxyuriasis— Sanitation 

procedures alone are futile in halting the spread of 
oxyuriasis...supplemental therapy is necessary.2 

If one member of a family or institution is infected, 

all others should be examined for the presence 

of ova. If half the group are infected, anthelmintic 
therapy for the entire group is indicated.3 

POVAN SUSPENSION has been been found ideal for such use. 
In one closed institution, single doses 

were given to 37 residents, 11 of whom were infected. 
Thirty days after treatment no evidence 

of pinworms could be found.4 


Low incidence of side effects — Nausea and vomiting 
are not significant problems and toxicity 

due to overdosage is extremely unlikely, since the dng 
is not appreciably absorbed from the 
gastrointestinal tract. 


Administration and Dosage 

POVAN SUSPENSION iS administered 
orally in a single dose. In small 
children, the dose is equivalent 

to 5 mg. pyrvinium base per Kg. 
of body weight. For convenience, 
a 5-cc. teaspoonful per 22 pounds 
(10 Kg.) of body weight 

may be recommended. For example, 
a 54-pound child would 

receive somewhat less than 

3 teaspoonfuls of the Suspension. 
Adults also may be given 

POVAN SUSPENSION according 

to the same dosage schedule. 
Note: Parents and patients 
should be informed that 

POVAN SUSPENSION will color the 
stools a bright red and, 

if spilled, will stain. 

Supplied: PovaN SUSPENSION iS 


available as a pleasant. 
tasting, strawberry- 
flavored suspension 
containing the equivalem 
of 10 mg. pyrvinium 
base per cc. in 2-0z; 
bottles. 
References: (1) Beck, A 
Saavedra, D.; Antell, 
G. J., & Tejeiro, Bu 
Am. J. Trop. Med. 
1959. (2) Sawitz, 
Rhude, & Lob, cited DyRaa 
E.C., & Russell, 
Craig and Faust’s Cliniem 
Parasitology, ed. 6, 
Philadelphia, Lea & 
1957, p. 412. (3) Faust 
E. C., & Russell, P. Fa 
ibid., p. 412. (4) Cliniea 
Investigation Depat 
Research Division, 
Parke, Davis & Compan 
“TRADE-MARK 


PARKE, DAVIS & COMPAM 
DETROIT 32, 
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how often have you thought... 


*_..but how will it work in my practice?” 


This most frequently asked question cannot 
be answered by the manufacturer, the detail 
man, an advertisement, a piece of mail. Only 
through actual experience with a product in 
day-to-day private practice can this question 
be answered. 


UNITENSEN PROVED IN DAY-TO-DAY PRACTICE 
In office trials, Unitensen products have 
been proved effective therapy in the manage- 
ment of the hypertensive patient. These are 
the facts, obtained from 3,841 physicians, 
who used Unitensen products in their day- 
to-day office practice, in treating a total of 
35,727 patients. In 11,093 cases (31.0%) 
results were “excellent”; in 51.2% (18,294) 
vases, “good”; “fair” results were obtained in 
4,591 patients (12.9%) and in only 1,749 
cases (4.9%) were results “unsatisfactory.” 
Minor side effects were reported in 1,081 
cases (3.0%). 


The results mentioned above were obtained 
while the patients engaged in their normal 
daily occupations and activities. None of the 
patients involved in the study were hospital- 
ized or institutionalized. And, despite such 
variables as dietary indiscretions, an occa- 
sional overdose, or a dose inadvertently 
“missed,” the Proof In Practice Study shows 
Unitensen products to be safe, dependable, 
potent antihypertensive therapy . . . permit- 
ting practical office management of virtually 
all hypertensive cases. 


UNITENSEN: BASIC HYPERTENSIVE THERAPY 
Although many of the patients in the Study 
also received diuretics and/or tranquilizers 


during the course of treatment, it was noted 
that the vasodilating effect of Unitensen was 
required to obtain optimum blood pressure 
control. Unitensen, a true hypotensive agent, 
is potentiated by diuretics. A combination of 
the two is frequently recommended for lower 
dosage of each drug, minimizing the side ef- 
fects of either. 


UNITENSEN DOES MORE THAN LOWER BLOOD 
PRESSURE Dr. Burton M. Cohen* makes the 
following observations regarding Unitensen: 


‘“‘Hypotensive effect obtained through specific 
stimulation of afferent side of reflex pathways 
of blood pressure control without adrenolytic 
action or ganglionic blocking . . . Nausea and 
vomiting rare .. . No alteration of vasomotor 
reflexes, thus no postural collapse . . . Brady- 
cardia, never tachycardia, may occur... 
Cardiac output not lessened . . . Renal circu- 
lation participates in reflex vasodilation ... 
Cerebrovascular resistance is decreased, with 
improvement or maintenance of blood flow 
and O, utilization . . . No dangerous side ac- 
tions have been reported.”* 


UNITENSEN-R? Each tablet contains cryptenamine 
(tannates)1.0 mg., reserpine, 0.1 mg. 
UNITENSEN-PHEN?® Each tablet contains crypten- 
amine (tannates) 1.0 mg., phenobarbital, 15 mg. 
UNITENSEN® Each tablet contains cryptenamine 
(tannates) 2.0 mg. 


Clinical supplies available on request. 


IRWIN, NEISLER & CO. - Decatur, Illinois 


*Cohen, B. M.: The Ambulatory Patient with Hypertension: An Approach to Oftice Management, presented at the American Medical Association Convention, 


San Francisco, California, June 22-27, 1958. 
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THE 

ACID VAGINAL 
BUFFERED . 
t, sha Mildly astringent 
: AN ACID pH soothing inflamed tissue | 

Low surface tension 

D effectively penetrating 
: vaginal folds 
“Clean” refreshing odor 
assuring patient acceptance 
d 
Valuable adjunct in man- 
agement of monilia, tri- 
h and streptococcus 
See reverse side for detail Vaginal infections. ’ 


MASSENG1 


Be: 
. 


powder 


The BUFFERED 
acid vaginal douche 


What is a BUFFER? 


Medical dictionaries define it as a substance y 
which, added to a solution, causes resistance to 
any change of hydrogen-ion concentration 


(pH) when either acid or alkali is added. 


The normal vagina has a pH of 3 to 4.5. This low pH inhibits growth of most 
pathogenic invaders. Usually, an infection will cause the pH to rise to the neutral 
or alkaline range which favors the multiplication of pathogens. | 
The alkaline mucosa neutralizes a simple, unbuffered acid douche, like vinegar, 
within 30 minutes. 

In contrast, the buffered-acid douche solution of Massengill Powder (pH 3.5-4.5) 
resists neutralizing. The normal, low pH is maintained for 4 to 6 hours and as long 
as 24 hours in recumbent patients. This low pH inhibits the propagation of monilia, 


trichomonas vaginalis and pathogenic bacteria. However, the beneficial Déderlein 
bacillus thrives in this pH range. 


THE S. ASSENGILL COMPANY 


Bristol, Tennessee * New York * Kansas City * San Francisco 
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Now! 


for the ambulatory patient, too — 


Relief from the 

discomfort of 
flatulence due to 
intestinal atony 


WARREN-TEED 


ILOPAN.- CHOLINE 


The successful use of parenteral ILOPAN, in thou- 
sands of hospitals, for prevention and relief of post- 
surgical retention of flatus and feces, has brought 


demands for similarly effective medication for ambu- 


latory patients — those suffering from intestinal atonia 
and/or gas retention, as such or as complications of 
geriatric problems, gastric hyperacidity, gastritis, preg- 
nancy, irritable colon, ureteroenterostomy, regional 


ileitis, splenic flexure syndrome, infectious hepatitis, 
cholecystitis. 


To ILOPAN (brand of d-pantothenyl alcohol) which 
aids formation of coenzyme A (essential to acetylation 
of choline) has been added Choline, the parent sub- 
stance of acetylcholine (necessary for gastrointestinal 
tonus). Effectiveness? — 90% in three independent 


clinical evaluations of patients of all ages from 20 
to 80! And safe. 


tains Ilopan (brand of d-panto- 
thenyl alcohol) 50 mg., choline 
bitartrate 25 mg. 


INDICATIONS: Gas retention in 
the atonic gastrointestinal tract 
of ambulatory patients. 


DOSAGE: Two tablets three 
times daily. Three tablets three 
times daily in severe cases. 


HOW SUPPLIED: Bottles of 100 
and 500. 


WARREN-T 


‘ARmaceutic® 


THE WARREN-TEED PRODUCTS COMPANY 


COLUMBUS 8, OHIO 


Dallas Chattanooga 


Los Angeles 


Portland 
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It spares them from the usual rauwolfia side diuie 


FOR EXAMPLE: “A clinical study made of syrosingopine [Singoserp] therapy in 77 ambulant 
patients with essential hypertension demonstrated this agent to be effective in reducing 
hypertension, although the daily dosage required is higher than that of reserpine. Severe 
side-effects are infrequent, and this attribute of syrosingopine is its chief advantage over 
other Rauwolfia preparations. The drug appears useful in the management of patients with 
essential hypertension.”* 


*Herrmann, G. R., Vogelpohl, E. B., Hejtmancik, M. R., and Wright, J. C.: J.A.M.A. 169:1609 (April 4) 1959. 


Singoserp 


(syrosingopine CIBA) 


SERPASIC 


COND 


us 
for the anxio 
tensive 
without 


First drug to try in new hypertensive patients 
First drug to add in hypertensive patients already on medication 


suppiied: Singoserp Tablets, 1 mg. (white, scored); bottles of 100. Samples available on request. 
Write to CIBA, Box 277, Summit, N. J. 
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delectable, chewable, chocolate-like vitamin-mineral nuggets 


No fights, no battles at vitamin time because children love to chew DELECTAVITES. 


These delectable, easily chewable chocolate nuggets supply all essential vitamins as 
well as minerals so necessary during the years of growth. As soon as children can chew, 
they can go directly from vitamin drops to DELECTAvITES. And, now you can be sure 
your little patients will follow your instructions about taking their daily vitamins. 


Each nugget contains: Vitamin A—5000 Units* / Vitamin D—1000 Units*/ Vitamin C—75 mg. / Vitamin E—2 Unitst 
Vitamin B,—2.5 mg./ Vitamin B,—2.5 mg./ Vitamin B,—1 mg./ Vitamin B,, Activity—3 mcg. /Panthenol—5 mg. 
Nicotinamide—20 mg. / Folic Acid—0.1 mg. / Biotin—30 meg. / Rutin—12 mg. / Calcium Carbonate—125 mg. / Boron—0.1 
mg. / Cobalt—0.1 mg. / Fluorine—0.1 mg. / lodine—0.2 mg. / Magnesium—3.0 mg. / Manganese—1.0 mg. / Molybdenum 
-1.0 mg. f Potassium—2.5 Mg. = *u.s.r. units Tin. unis 


dosage: one Delectavites daily. supply: Box of 30 (one month’s supply), Box of 90 (three months’ supply). 


WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 
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MAXIMAL 


USEFULNESS 


MINIMAL 


The extended usefulness of TENTONE is readily apparent age: 
bee or 
TENTONE® Methoxypromazine Maleate is a new, distinctive phenothiazine... highly active tin 


...for general use in mild and moderate emotional and psychosomatic disorders. ie 
TENTONE elicits a striking, positive calming response!?...with marked reduction of 9390 (A 


psychic disorientation, and low risk of blood, liver or other organic toxicity and intolerance. 


TENTONE parallels the weaker ataractics in low incidence of side effects. Freedom from 
induced depression is apparently even greater. 
TENTONE provides a broadly adaptable dosage range (30 to 500 mg. daily) to permit 
maximum control in cases of varying severity. 

TENTONE is also indicated to relieve emotional stress in surgical, obstetric and other Pron 
hospitalized patients. DERLE 


. 
| 
| 
| 
| 
| 
| 


arent 


y active 
ction of 
‘rance.! 
ym from 


) permit 


id other 


3odi, T., 


(April) 1959. 5. Turvey, S. E 


Oxypromazine Maleate 


DERLE LABORATORIES, a Div 


and Levy, H.: Clinical report. cited with permission. 2. Wetzler. R. 


ort, cited with permission. 3. Prigot, A.: Clinical report, cited with permission. 4 
.. C.: Clinical report. cited with permission. 
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of AMERICAN CYANAMID COMPANY, Pear! 


River, 


sage: Mild to moderate cases—average starting dose, one 10 mg. or one 25 mg. tablet 
Fee or four times daily. Moderate to severe —average starting dose, one 50 mg. tablet 
ir times daily. Supplied: 10 mg., 25 mg., and 50 mg. tablets. 


A.. and Phillips, R:-M.: Clinical 
. Gosline, F., et al.: Am. J. Psychiat. 
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Fostex’ 


e _ treats their 


® while they 
wash 


degreases the skin helps remove blackheads dries and peels the skin 


...and this is how it works 


Fostex provides essential actions necessary in treating 
acne. It washes off excess oil. It unblocks pores by 
penetrating and softening blackheads. It dries and peels 
the skin, removing papule coverings, thus permitting 
drainage of sebaceous glands. 


Fostex contains Sebulytic®,* a combination of surface- 
active wetting agents with remarkable antiseborrheic, 
keratolytic and antibacterial actions ...enhanced by 
sulfur 2%, salicylic acid 2%, hexachlorophene 1%. 
*sodium lauryl sulfoacetate, sodium alkyl ary! polyether sulfonate and 
sodium dioctyl sulfosuccinate. 

Your patients will like Fostex because it is so simple to 
use. They simply wash acne skin 2 to 4 times a day with 
Fostex, instead of using soap. 


FOSTEX CREAM ©—YrosTeX CAKE 


... in 4.5 oz. jars. For thera- ..... in bar form. For therapeu- 
peutic washing in the initial tic washing to keep the skin 
phase of oily acne treatment. dry and free of blackheads 
during maintenance therapy. 
Also used in relatively less 
Write for samples. oily acne. 


WESTWOOD PHARMACEUTICALS Buffalo 13, New York 
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THYROI 
is used so widely and so often... stocked by so many leading 
pharmacies ... regarded throughout the world as the pioneer 


in thyroid standardization and the original standard of com- 
parison for all thyroid preparations 


ALWAYS SPECIFY 
ARMOUR 
A THYROID 


. 


York 


ARMOUR PHARMACEUTICAL COMPANY - KANKAKEE, ILLINOIS © Armour Means Protection 
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bronchitis 


... into a mixed culture of 
the four organisms 
commonly involved in 
bronchitis . . . Str. 
hemolyticus, D. pneu- 
moniae, H. influenzae and 
Staph. aureus (in this 
case a resistant strain) ... 
we introduce the five 
most frequently used 
antibiotics. 

Twenty-four hours later 
(in this greatly enlarged 
photograph ), note that 
only one of the five leading 
antibiotics has stopped 
all the organisms, 
including the resistant 
staph! This is Panalba. 

In your next patient with 
bronchitis . . . in all your 
patients with potentially- 
serious infections... 
provide this extra 
protection with your 
prescription: 

Dosage—1 or 2 capsules 

3 or 4 times a day. 
Supplied—Capsules containing 
Panmycin phosphate equivalent 
to 250 mg. tetracycline 
hydrochloride, and 125 mg. 
Albamycin as novobiocin 
sodium, in bottles of 16 and 100. 
Now available: new Panalba 


Half-Strength Capsules in 
bottles of 16 and 100. 


(Panmycin* Phosphate plus Albamycin*) 


The broad-spectrum 
antibiotic of 
first (resort 


The Upjohn Company 
Kalamazoo, Michigan 


*TRADEMARK, REG. U.S. PAT. OFF, 
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A COMPLETE HEART STATION ON WHEELS 


with 2 recording speeds . 3 sensitivities . provision for recording other waveforms + provision for visual monitoring 


Almost without effort, this modern functional electro- 
cardiograph can be wheeled noiselessly from room to 
room... around beds... into and out of elevators. 
Here are all the diagnostic advantages of the new this newest Sanborn electrocardiograph offers the 
Model 100 Viso-Cardiette electrocardiograph in a ultimate in diagnostic usefulness and operating con- 


mobile console cabinet of hand-rubbed mahogany or venience. Model 100M Mobile Viso, $895 delivered, 
rugged stain-proof light beige plastic laminate. Elec- continental U.S.A. 


trodes, Redux paste and all accessories — and the 
built-in automatic-retracting power cord — stay with 
the 100M Mobile Viso. For hospital, clinic or office use, 


«+. the recently announced Model 100 Viso in 
a handsome mahogany case, price $850 
delivered, continental U.S.A. You can convert ‘ 
your present table-top 100 Viso into the mobile ar 

unit of your choice at any time by purchasing ee 
the new 100M mobile cabinet separately. 

(Price, $120 delivered, continental U.S.A.) 


Model 300 Visette — only 18 pounds complete, 
briefcase size. You or your nurse can carry this 
truly portable instrument anywhere ... ideal 
for “on-call” ECG work. Price $625 delivered, 
continental U.S.A. 


Complete descriptive literature on request. 


SANBORN COMPANY 


MEDICAL DIVISION . 175 Wyman St., Waltham 54, Massachusetts 
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MADRIBON 


The increasing incidence of resistant pathogens, often complicated by 
sensitization to previously used anti-infective agents, creates an acute 
need for a new alternative to control infection in today’s patient. 


Backed by the fastest growing bibliography of any anti-infective agent, 
Madribon is already widely established as the new alternative because 
(1) it quickly controls the infection —in more than 90% of reported 
cases, including some due to resistant strains; (2) jt is safe —less 
than 2% side effects, generally of a mild nature; (3) it is economical. 


CEROCHE}, 
MADRIBON®— 2,4-dimethoxy-6-sulfanilamido-1,3-diazine 
R O H E ROCHE* 


LABORATORIES 


Division of Hottmann-La Roche Inc ® Nutley 10 ¢N. J. 
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rhinall 
nose 
drops 


take a breather pardner ... 


Little cold sufferers take to 
Rhinall Nose Drops 
without a fuss! Pleasant, 
fast-acting, easy to use... 
and so economical! 


Relieves nasal congestion in 


colds 

sinusitis 

allergic rhinitis 

no burning or irritation 
no after reactions 

no risk of sensitization 


Contains: 
Phenylephrine Hydrochloride 0.15% 
‘Propadrine’ Hydrochloride 0.3% 
in an isotonic saline menstruum 


RHINOPTO 
COMPANY 
Dallas, Texas 
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CORICIDIN Tablets 


formula 

chlorprophenpyridamine maleate. ..2 mg. 


L-089 


at © 
SCHERING CORPORATION * BLOOM | 
FIELD, NEW JERSEY 


minimal 


Substantiated by published reports of leading clinicians: 


- effective control - minimal disturbance 
of allergic of the patient's 
and chemical and psychic 
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anti-inflammatory and antiallergic levels 
tISTOCORT means: 


ince * freedom from salt and water retention 


virtual freedom from potassium depletion 


hi * negligible calcium depletion 
enic 


euphoria and depression rare 


no voracious appetite — 
no excessive weight gain 


low incidence of peptic ulcer 


low incidence of osteoporosis 
with compression fracture 


e LEDERLE 


Indications: rheumatoid arthritis; arthritis; respira- 
tory allergies; allergic and inflammatory dermatoses; 
disseminated lupus erythematosus; nephrotic syn- 
drome; lymphomas and leukemias. 

Precautions: With aristocortT all traditional precau- 
tions to corticosteroid therapy should be observed. 
Dosage should always be carefully adjusted to the 
smallest amount which will suppress symptoms. After 
patients have been on steroids for prolonged periods, 
discontinuance must be carried out gradually. 
Supplied: Scored tablets of 1 mg. (yellow); 2 mg. 
(pink) ; 4 mg. (white) ; 16 mg. (white). 

Diacetate Parenteral (for intra-articular and intra- 
synovial injection). Vials of 5 cc. (25 mg./cc.). 


List of References 1-20 supplied on request. 


[ederde LEDERLE LABORATORIES. A Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y. 
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LUTREXIN has been used successfully in dysmenorrhea’” 
for the past six years, as well as in premature labor** and 
threatened and habitual abortion”. 


LUTREXIN exerts an indirect, as well as a direct, relaxing 
action on the uterus by blocking the pituitary hormones.’ 


LUTREXIN administered orally decreases uterine contrac- 
tions within thirty minutes. 


LUTREXIN is a naturally occurring, non-steroid, uterine 
relaxing hormone, biochemically different from other 
Ovarian hormones, 


1. Jones, G. S. and Smith, F.: Am. J. Obstet. Gynecol., Vol. 67, No. 3, 628- 
633, 1954. 

2. Jones, Scott S.: Northwest Medicine, Vol. 54, 1253-1254, 1955. 

3. Majewski, J. T. and Jennings, T.: Obstetrics & Gynecology, Vol. 5, No. 5, 
1955. 


4. Majewski, J.T. and Jennings, T.: Obstetrics & Gynecology, Vol. 9, No. 3, 
1957 


5. Hardy, E. D.: to be published. 
6. Trythall, S. W.: The Journal-Mich. State Med. Soc., p. 711, 1958. 
7. Bryant, H. H.: to be published. 


ih vivo of LUTREXIN 
dn coftracfing uterine muscle 


HYNSON, WESTCO 
& DUNNING, INC. 


BALTIMORE 1, MARYLAND 
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Protrusions of the Lumbar Disk: 
A Correlation of the Radiographic Diagnoses and 


Surgical Findings* 


HAROLD F. DAUM, M.D., ARTHUR B. SMITH, M.D., 


PUBLISHED BY 
SOUTHERN 
MEDICAL 
ASSOCIATION 


December 1959 


JOHN W. WALKER, M.D., SAMUEL B. CHAPMAN, M._D., and 
GEORGE H. EVERSMAN, M.D.,t Kansas City, Mo. 


The authors present their interesting correlations between the radiographic diagnosis of a 
protruded disk and the findings at operation. The value of a clinical history at the 
radiologic reading is borne out in a greater accuracy of interpretation. 


To EVALUATE THE ACCURACY of lumbar mye- 
lography in the diagnosis of protrusions of 
the intervertebral disk as compared with the 
findings at operation, a review of 250 lumbar 
myelograms has been made of individuals 
who were subsequently operated upon. An 
attempt has been made to determine the pos- 
sible causes of the inconsistencies between the 
radiographic diagnoses and_ the surgical 
findings. 


Technic 


Preceding the myelographic examinations, 
routine films were made of the lumbosacral 
spine in the anteroposterior and lateral pro- 
jections, a lateral view of the lumbosacral 
articulation as well as an anteroposterior view 
of this area made at a twenty-five degree 
angle, and a lateral view of the lower dorsal 
spine. Oblique views were taken when indi- 
cated. 

The myelographic examinations were done 
with the same group of neurosurgeons. While 
Pantopaque was used in every case, one of the 
surgeons preferred to use only 3 cc., whereas, 
the other two neurosurgeons used 6 cc. One 


*Read before the Section on Radiology, Southern Medical 


Association, Fifty-Second Annual Meeting, New Orleans, La., 
November 3-6, 1958. 


tFrom the Lockwood Radiological Group, Kansas City, Mo. 


hundred and seventy myelograms were made 
with 6 cc. of the medium, and 80 with 3 cc. 

A correlation of the roentgen findings with 
the clinical signs and symptoms was made to 
arrive at a correct diagnosis. 

There were almost twice as many men as 
women, the number of men being 162, and 
the number of women 88. Sixty-two per cent 
were between the ages of 30 to 49 years, while 
16°%, were between 50 to 59 years. The re- 
mainder were equally divided between the 20 
to 29 and the 60 to 69 year age groups 
(Table 1). 


Demonstrable Defects 


The defects produced by the protrusions 
were divided into unilateral, bilateral, multi- 
ple, veil or gap, and block. Defects were classi- 


TABLE 1 

Sex 

Male 162 
Female 88 
Age 

20-29 years 27 
30-39 78 
40-49 77 
50-59 40 
60-69 28 


a 

; 

‘ q 
250 


fied as unilateral if there was distortion, ele- 
vation, obliteration, or shortening of the nerve 
root sleeve with or without an indentation of 
the thecal column. Defects were classified as 
bilateral when there was an indentation on 
both sides of the column at the same level. 

There are two main types of filling defects 
produced by a protrusion of the contents of 
an intervertebral disk on the column of 
opaque medium in the spinal canal, the cen- 
tral type and the lateral type. 

Central Type. The defect produced by a 
central protrusion varies with the size of the 
protrusion, the width of the canal, and the 
amount of opaque medium at the associated 
level. Using the same amount of iodized oil, a 
small protrusion in a wide canal may be more 
evident than one of the same size in a narrow 
canal, because of a thinner layer of medium 
in the former. A thick layer in a narrow canal 
may be of sufficient density to obscure the 
protrusion. A similar effect is observed when, 
on tilting the fluoroscopic table, the medium 
first flows around the protrusion on either 
side, and later obscures it when covering the 
area. 


A variation of this defect is produced when 
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the protrusion extends across the width of the 
column of medium. In this case there is a tem. 
porary delay in the flow of the medium oyer 
this area; but when the table is tilted further, 
the medium passes over the space to lie on 
either side of it in a greater quantity than 
directly over it, producing a “veil” defect 
(Fig. 1, A and B). A “veil” or gap defect was 
demonstrated in 3° of the cases in this series, 

Another defect produced by a central pro- 
trusion is that of the “hour-glass” type (Fig. 
1,C). Here, the protrusion into the spinal 
canal displaces the nerves laterally so no 
medium lies on either side of the protrusion, 
but fills only the central space just posterior 
to the protrusion. The “hour-glass”’ defect is 
not diagnostic of a central protrusion, since a 
similar defect may be produced by extrusion 
of the contents of the intervertebral disk so a 
portion lies on both sides within the spinal 
canal. A somewhat similar defect may also be 
produced by a protrusion in the midline 
which splits in a ““T”’ formation just anterior 
to the posterior longitudinal ligament. Both 
divisions, branching laterally toward the in- 
tervertebral foramina, may extend through 
these structures into the canal and produce a 


FIG, 1 


Cc D 


Types of filling defects produced by central protrusions. Left to right, (A) AP view of ‘‘veil’ defect, (B) oblique view in the 
same case as (A), (C) “hour-glass’ defect, and (D) partial block defect. 
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bilateral filling defect. In this series an “hour- 
glass” filling defect produced by central pro- 
trusions was present in 7%% of the cases. 

A still larger central protrusion may mani- 
fest itself as a complete or partial block to the 
passage of the medium (Fig. 1,D). Edematous 
nerve roots are frequently outlined in this 
type. In only 2°, of the cases in this series was 
such a defect found. 

Any of these defects may be produced at 
anv of the lower lumbar interspaces. However, 
the anatomic relationship of the theca to the 
posterior surface of the vertebral bodies at the 
level of the fifth lumbar interspace is fre- 
quently different from that at the other levels, 
and protrusions may not produce defects of 
the same degree as elsewhere. Since the space 
between the theca and the posterior border of 
the vertebral bodies is greater at the fifth lum- 
bar level, a central protrusion at the fifth in- 
terspace may produce no defect or only a very 
small one. 

Lateral Defect. The size of a defect pro- 
duced by a lateral protrusion depends not 
only on the size of the protrusion and on the 
width of the canal, but also on the distance of 
the protrusion from the midline. 


A large defect indicates a large herniation. 


FIG. 2 
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A small defect, however, may be produced by 
either a small or a large herniation. In the 
small defect produced by a large extrusion, 
the larger part of the disk lies lateral to the 
opaque column. Only a small portion lies 
close enough to the midline to produce a 
visible impression. 

When the protrusion lies lateral to the 
opaque column, no defect can be produced. 
The closer the protrusion is to the midline 
the greater will be its manifestation. The 
sleeve of the nerve root may be distorted, ele- 
vated, shortened, or obliterated. Caution 
should be used in interpreting failure to visu- 
alize a root sleeve. Lack of filling may be due 
to an anatomic variation in the length of the 
sleeve and not to any lesion. With clinical 
symptoms referable to the associated level, 
the significance of the incomplete filling be- 
comes more meaningful. Also, the lack of fill- 
ing of a sleeve may not be due directly to the 
protrusion, but to secondary edema about the 
root from a more distal protrusion (Fig. 2). 

Since the opaque medium fills only the an- 
terior portion of the subarachnoid space with 
the patient in the prone position, small anter- 
olateral protrusions may not be visible on 
films made in the anteroposterior projection. 


Cc D 


Types of filling defects produced by lateral protrusions. Left to right, (A) shortening of the nerve root sleeve, (B) oblitera- 
tion of the nerve root sleeve, (C) lateral indentation of the opaque column with incomplete filling of the nerve sleeve, and 
(D) large lateral defect of the column with obliteration of the nerve sleeve. 
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TABLE 2 
Number of Per Cent 
Defect Cases of Total Ll I4 Ls Lb 
Unilateral 165 66 1 5 78 80 ] 
Root sleeve alone 40 16 
Lateral defect plus 
root sleeve defect 125 50 
Bilateral | 7 2 12 3 
Multiple 12 5 1 3 ll 9 
“Veil” or gap 7 3 6 1 
Block 5 2 5 
No disk lesion 44 17 
250 100 1 1 10 112 93 


1 


Fluoroscopic examination as well as films 
made in both obliques are necessary to visu- 
alize defects in more than one plane. Lateral 
views have not proved to be of much added 
value because the defect is obscured by the 
opacity of the wide column of medium if the 
protrusion is small. Small defects, on the other 
hand, are often demonstrable on the oblique 
views. In the review of our series, a filling de- 
fect of the sleeve of the nerve root alone was 
observed in 16 per cent. A filling defect of the 
opaque column with or without a defect of 
the root sleeve was present in an additional 
50 per cent. 


Protrusions at more than one level were 
found in only 5% of the cases. 


Results of Myelography 


Table 2 lists the types of defects and also 
the involved interspace found at time of 
operation. There were a few more cases in 
which the protrusion was at the fourth lum- 
bar interspace than at the fifth interspace, 112 
in the former and 93 in the latter. In 99% of 
the cases in which protrusions were found 
surgically, a defect was present at either the 
fourth or the fifth interspace. 


It is of interest that almost all the “‘veil’” or 
gap, and the block defects occurred at the 
fourth lumbar level and only one at the fifth. 
In all of these cases there was but one individ. 
ual in whom there was a congenital variation 
in the number of lumbar vertebrae and that 
was in the case in which the defect occurred 
at the fifth lumbar interspace. There were 6 
lumbar vertebrae in this instance. Although 
the total number of cases in this group is 
small (12), it is interesting that in al] the de- 
fect was found at the interspace next to the 
last lumbar interspace. 


In 31 (12%) of the 250 cases, the radio- 
graphic diagnoses and the surgical findings 
did not agree. This is an accuracy of 88 per 
cent. The inconsistencies were then divided 
into major and minor errors. 

Major Errors. Major errors included two 
groups: those in which an x-ray diagnosis of a 
protrusion was made but none was found 
surgically, and those in which an x-ray diag- 
nosis of no protrusion was made but one was 
found at operation. Of all the errors, 68% 
were major ones. 

Table 3 indicates the major and minor 
errors. There was almost an equal number of 


TABLE 3 
Number Misin- Globule 
of Interspace Medium Used Narrow terpre- For- Lateral 

Major Errors Cases L4 6 cl. Column tation mation Disk 
X-ray diagnosis of lesion; Z 

none found surgically 10 5 6* 9 1 1 4 5 
X-ray diagnosis of no lesion; 4 

one found surgically 11 7 5° 5 6 3 4 4 


* | case with multiple 
disk lesions 
Minor Errors 
Technical error 1 
Migration of disk downward 1 
Globule formation 1 
Narrow canal 1 
Lateral protrusion 2 
Misinterpretation 4 
10 
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cases in each of the two groups of major er- 
rors. There was no appreciable difference in 
the level at which the major ones occurred. 

In 9 cases in which a protrusion was sus- 
pected but none was found surgically, 3 cc. of 
Pantopaque had been used. In 5 of these, 
globule formation of the opaque medium was 
of such a degree that false interpretations 
were rendered. In an additional 4 cases no 
ready explanation for the discrepancy was de- 
terminable. Perhaps these were the so-called 
“concealed” disks and were reduced by the 
time of operation. Six cubic centimeters of 
Pantopaque was used in only one case, and in 
this patient the opaque column measured only 
9 mm. in diameter at the involved level, the 
fourth interspace. 

Of the 11 cases in which a diagnosis of a 
negative myelogram was made but a protru- 
sion was found surgically, 3 had narrow 
opaque filled columns at the site of the dis- 
ease. These measured 8 to 14 mm. in diame- 
ter. A protrusion lying lateral to the column 
of the medium was found in an additional 4 
cases. Just as there were 4 cases in the false 
positive group for which there was no expla- 
nation of the inconsistency of the findings, so 
there were 4 cases in the false negative group. 

Minor Errors. Thirty-two per cent of the 
errors committed were minor ones. The minor 
errors included those in which a protrusion 
was diagnosed but was incorrectly localized. 
Causes of these were: technical error (inade- 
quate visualization of the involved interspace), 
migration of the protrusion so it lay between 
two interspaces, globule formation, narrow 
canal (13 mm. in width), protrusion lateral 
to the thecal column, and to no determinate 
cause in 4 cases. In 5 instances 3 cc. of me- 
dium was used. 


If the number of cases in this series, in 
which anatomic factors alone were responsible 
for the errors in the diagnosis, were added to- 
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TABLE 4 


Narrow column 
Lateral protrusion 
Migration of disk to another level 


(5%) 


gether, the percentage of accuracy would have 
been 95% (Table 4). 

Assuming that all the remaining errors 
were not due to anatomic variations and could 
have been avoided in some way, the percent- 
age of human error would be 7% (959% — 
88% = 7%). 

To determine how accurate the radiologist 
was in interpreting the myelograms without 
the aid of the history in any of the cases, each 
of the 250 myelograms was reviewed by a 
radiologist (Table 5). 


In the group in which a protrusion was not 
diagnosed but one was found at operation, 
there was a larger proportion of cases in the 
second reading than in the original reading, 
indicating a more conservative interpretation 
when no history was available. Likewise, the 
same tendency is reflected at the second read- 
ing in which a smaller proportion of cases 
was suspected of having a protrusion when 
none was found at operation. There were 
three times as many cases in which minor er- 
rors were made when compared with first 
reading. When no clinical history was avail- 
able, the diagnosis of the radiologist was cor- 
rect in 176 cases, or 77 per cent. In compari- 
son with the 88°% accuracy of the original 
diagnosis, the benefit of a case history im- 
proved the accuracy of the radiologist by 11 
per cent. 


~ 


In only 5 instances in which there was dis- 
agreement between the original reading and 
the surgical findings, did the second reading 
agree with the surgical findings. All the other 
cases, in which there was a difference between 
the original reading and the surgical findings, 


TABLE 5 
: No. of No. of 
Major Errors Cases Cases 
Original diagnosis of protrusion; Second reading of protrusion; 
none found at operation 10 none found at operation 6 
Original diagnosis of protrusion; Second reading of no protrusion; 
one found at operation 11 one found at operation 36 
Minor Errors 
Incorrect localization 10 Incorrect localization 32 
Total percentage of error 12% Total percentage of error 23% 


Percentage of acc uracy 


Percentage of accuracy 77% 
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were also included among those cases in which —_ occurrence. An attempt has been made to de. 
the second reading was different from the termine the possible causes of the inconsisten- 


surgical findings. cies in both the major and the minor errors, 
Summary When the roentgen findings were correlated 

A review of 250 lumbar myelograms has — with the clinical signs and symptoms, the 
been made of individuals who were subse- radiologist’s diagnosis was correct in 88% of 
quently operated upon. the cases. Without the aid of any history the 


The types of filling defects have been diagnoses were conservative and the percent. 
charted with their location and frequency of age of accuracy dropped to 77 per cent. 


On the Operation of Burning for Empyema 


The most effective remedy which has been discovered for empyema is burning. Wherefore the parts are to be 
burnt by applying the root of the long birthwort soaked in oil, so as to form eschars, one of which we must make 
between the junction of the clavicles, having stretched the skin upwards; and two small ones a little distance 
from the chin and remote from the carotids; two of considerable size below the mammae, between the third and 
fourth ribs; two others between the fifth and sixth, inclining a little backwards; another at the middle of the 
sternum, and another above the mouth of the stomach, and three behind, one at the middle of the back, and two 
on each side of the spine, higher up than the eschar in the back, and not very superficial. Others, as Leonidas 
says, having passed a knobbed cautery, heated in the fire, through the interstice between the ribs to the abscess, 
have carried the burning down to the pus. Some have dared to operate upon them by making a transverse inci- 
sion, or one a little obliquely in the skin, between the fifth and sixth ribs, then perforating with a knife the 
membrane lining the ribs, and thus evacuating the pus; but they and those who burn with iron to a considerable 
depth either occasion immediate death, the vital spirit being evacuated with the pus, or occasion incurable fistulae. 


—From Epitome, by Paul of Aggina (607-690 A.D.) 
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Congenital Atresia of the Esophagus’ 


JAMES D. JONES II, M.D., Birmingham, Ala. 


The combination of thoracic surgery, antibiotics and newer methods of anesthesiology 
have permitted a successful attack upon this anomaly. 


ONE OF THE GREATEST ADVANCES in surgical ac- 
complishment over the past 15 years has been 
in the treatment of congenital atresia of the 
esophagus with or without tracheo-esophageal 
fistula. This has been the results of increasing 
recognition, improved surgical technic, ad- 
vances in anesthesia and in chemotherapy, as 
well as a better understanding of the fluid 
and electrolyte problems in the neonate. 


History 


The malformation was first recognized, ac- 
cording to the literature, by Durston in 
1670.13 It was again recorded as being ob- 
served by Gibson, in 1716, and Martin in 
1821,! and Hirschsprung in 1861.2? Credit for 
the suggestion that the lesion could be at- 
tacked surgically goes to Sir Arthur Keith in 
19104 and H. M. Richter in 1913;5 the latter 
also attempted surgical treatment. The first 
efforts were gastrostomy, which were doomed 
to failure because of a fistula from the lower 
segment to the trachea in the majority of these 
malformations, and to seepage from the blind 
pouch in the others. 

Steele reported in the Lancet, in 1888! the 
performance of a gastrostomy in a case. This 
was the only form of treatment recorded, un- 
til Richter’s report, in 1913 of a direct at- 
tack through the posterior mediastinum.> 
Ploss, of Johns Hopkins, reported 136 cases 
in the literature in 1919.2 The next complete 
review of the literature was in 1931 by Rosen- 
thal,? in which he brought the total cases to 
two hundred fifty-five. A composite survey 
and report of 32 cases, in 1940, by Lanman? 
brought the total to about three hundred. At 
this time he advocated an extrapleural ap- 
proach. Lanman is also credited for laying the 
foundation for successful treatment, though 
the first successful operation was done in 1939 

*Read before the Section on Anesthesiology, Southern 


Medical Association, Fifty-Second Annual Meeti New Or- 
leans, La., November 3-6, 1958. 
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and reported by Leven® in 1941 and by Ladd 
in 1944.7 These operations were done in mul- 
tiple stages to form an ante-thoracic (dermal 
or jejunal) esophagus. The first successes by 
extrapleural approach with direct anastomosis 
of the proximal and distal esophageal seg- 
ments were recorded by Haight and Towsley 
in 1943.8 Scattered reports of success contin- 
ued until 1950 and were cited by Fairlie in 
1954.1 Since then increasing numbers of suc- 
cessful attempts have been reported through- 
out the world. No doubt there are others un- 
reported. Today the accepted technic is a di- 
rect transpleural approach with closure of the 
fistula if present and a direct anastomosis of 
the two ends of the esophagus.1.9:1° 


Pathology and Incidence 


The various types of atresia were simplified 
and described by Vogt!! of the Children’s 
Hospital in Boston, 1929. A more recent de- 
scription and classification by Gross, in 
1953,' is as follows (Fig. 1): 

Type A. Esophageal atresia—no esophageal 
communication with the trachea; occurrence 
3 to 7 per cent.19.10 

Type B. Esophageal atresia—the upper seg- 
ment communicating with the trachea; occur- 
rence 1.5 to 3 per cent.19-10 

Type C. Esophageal atresia—the lower seg- 
ment communicating with the back of the 
trachea; occurrence 80 to 90 per cent.1,9.10.11 

Type D. Esophageal atresia—both segments 
communicating with the trachea; occurrence 
about 2.1 to 3 per cent.1,9,10 

Type E. Esophageal atresia—has no disrup- 
tion of its continuity but has a_tracheo- 
esophageal fistula; occurrence about 2.9 per 
cent.® 

Type F. Esophageal stenosis. 

These anomalies are said to be more com- 
mon in the male, about 60 per cent.? Prema- 
turity is thought to have a significantly higher 
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FIG. 1 
A B Cc D F 
association with esophageal atresia than with — tracheal aspiration, bronchopneumonia and 
other malformations. This incidence is vari- later starvation in the newborn. The typical 


ously reported as 21 to 25 per cent.!* Reports clinical picture presents excessive salivation 
of other associated anomalies elsewhere in the — with manifestations of choking and gagging 
body have been variable. Guthrie, in 1945 — cyanotic episodes. These symptoms, along with 
(autopsy), and Leven,® in 1952, reported 16.6 regurgitation of the first feedings followed by 
and 16.59% respectively; Gross, in 1953,!° re- respiratory difficulty and a rising tempera- 
ported 33°, with other malformations, most — ture, are pathognomonic of atresia with or 
of which were not of serious nature albeit without tracheo-esophageal fistula. The diag- 
they ranged from congenital heart disease, nosis may be made before the symptom. 
atresia or stenosis of the bowel, to malforma- complex arises, by the simple maneuver of at- 
tions of the anus and rectum. The over-all in- _ tempting to pass a small #10 urethral catheter 
cidence of atresia of the esophagus with or (duodenal tube) down the esophagus.}51215 
without fistula has been reported as ranging If this is impossible atresia is probably pres- 
from 1 in 800 live births to 1 in 5,183.1 ent. Failure to pass a duodenal tube after dif- 
Franklin,!? in 1949, estimated an incidence of __ ficulty with the first feeding is also a confirm- 
1 in 2,635 births. ing maneuver. The routine passage of a duo- 

Pulmonary complications are inevitable and denal tube on all newborn infants is a com- 
are the most common cause of death.1:3.9 This pulsory procedure in some nurseries.® It is not 


results from either aspiration of salivary secre- likely to cause harm and early diagnosis and 
tions and feedings from the proximal esoph- better surgical results would be facilitated. 
ageal segment, or from regurgitation of acid Most texts and articles suggest further confir- 
gastric juices via the lower esophageal seg- mation of the diagnosis by instillation of ap- 


ment. The latter produces the more serious —_ proximately 1 cc. of a contrast medium, such 
and widespread pneumonitis.® Starvation or as Lipiodol via the impeded duodenal cathe- 
inanition is not much of a problem during ter.1.910 This should be withdrawn at the end 


the first few days of life as the newborn read- _— of radiography. All warn against using barium 
ily draws on reserves of body fat.13 Dehydra- _ because of a spilling over of the opaque mate- 
tion likewise is not often a problem, but rial and a severe pulmonary reaction as a Ie 
should be corrected before operation.?14,17 sult. Lanman,? in 1940, suggested that the use 


of iodized oil be omitted since this radio- 
graphic procedure is not necessary. Cope” 

The dictum, ‘You have to think about it to also warns that any spillage with the Lipiodol 
make a diagnosis,” certainly applies to this technic, and particularly with a sudden cough 
anomaly. However, the diagnosis is simple if and spraying of the peripheral parts of the 
one thinks of it. The symptom-complex repre- lungs, makes the anesthetic more hazardous. 
sents evidence of esophageal obstruction, | One need only to observe a bronchogram 80 


Symptomatology and Diagnosis 


— 


| 
| 
} 
| 
| 
5 | 
| 
| 
| 
( 
| 
| 
| 
| 
| 
| 
| 
( 
| 
| 
I 
1 
( 


> 


and 
pical 
ation 
Bging 
with 
ed by 
pera- 
th or 
diag- 
ptom- 
of at- 
theter 
512,15 
pres- 
er dif- 
nfirm- 
a duo- 
com- 
is not 
is and 
itated. 
confir- 
of ap- 
1, such 
cathe- 
he end 
yarium 
> mate- 
is a Te- 
the use 
radio- 
Cope! 
ipiodol 
cough 
of the 
ardous. 
ram $0 


VOLUME 52 


made and then follow the course, by being 
responsible for adequate ventilation of the 
tiny infant with a wide open chest and one 
lung retracted, to appreciate the fact that 
omitting the use of contrast media should be 
more widely taught. If one prefers, a duodenal 
catheter of radiopaque material may be used, 
then the tip of the catheter will mark the 
lower limits of the upper pouch.®!> All au- 
thorities call attention to the fact that the 
roentgenographic studies should also include 
the upper abdomen, for with a fistulous con- 
nection of the trachea and lower esophagus 
(most common type) air will be demonstrated 
in the stomach. Symptoms of bronchopneu- 
monia soon supervene if the early diagnosis is 
overlooked and this may well mask the true 
(basic) illness. All personnel of the obstetric 
and nursery unit should be cognizant of the 
characteristic symptoms. 


Preoperative Management 


Needless to say, the sine qua non of pre- 
operative care embraces early diagnosis lead- 
ing to early surgical correction. It appears that 
in the absence of serious associated anomalies, 
pneumonia is today the culprit most frequent- 
ly associated with death.1-° The following fac- 
tors play a major role in diminishing the ex- 
tent and severity of the pulmonary complica- 
tions:*!° (1) early diagnosis; (2) nothing by 
mouth; (3) continuous or intermittent suction 
of the proximal esophageal segment (prevent- 
ing aspiration of overflow saliva); (4) Fowler’s 
or semi-sitting posture (minimizes the gastric 
secretions entering the trachea); (5) special 
nursing care with emphasis on maintenance 
of a clear airway; (6) chemotherapy; and (7) 
oxygen tent (moist high oxygen content 
atmosphere). 

Operation should not be regarded as a true 
emergency but there appears to be a mini- 
mum time limit of preparation beyond which 
there is a direct relation to increased mor- 
tality. Twelve to twenty-four hours is ample 
time for chemotherapy and moist oxygen to 
minimize the pneumonic process. Further 
medical therapy is not warranted since the 
chemical pneumonitis proceeds unabated un- 
til operation interrupts the access of the gas- 
tric secretions to the respiratory tree, which is 
present in the majority of instances. Fluid and 
electrolyte therapy deserve a word of warning. 
Admittedly infants tolerate fluid and electro- 
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lyte imbalance poorly, and in the newborn 
period no parenteral fluids should be given 
for the first 24 to 48 hours.1013,14,16,17 | imita- 
tion of fluid intake in the newborn infant is 
essential because of renal immaturity and the 
frequent occurrence of excess extracellular 
fluid. In fact, the primary danger to the new- 
born child treated with parenteral fluids is 
over-hydration.1°.14,17 The danger is increased 
if the infant is premature. This does not mean 
that preoperative fluids are contraindicated, 
but does infer that they are not essential in 
the first 48 hours. A “cut-down” should never- 
theless be established before operation to as- 
sure access for replacement of blood and other 
intravenous therapy.!*16-17 If operation is not 
undertaken within the aforementioned 48 
hours, fluid for hydration may be given at the 
rate of 30 to 45 cc. per pound of body weight 
per day.'417 Empirical formulas should only 
serve as an indication of the needs and each 
patient should be considered individually as 
with any therapy. One check suggested is the 
initial administration of one-half the calcu- 
lated volume of all replacement electrolyte 
fluids, until an effect on the blood chemistry 
and clinical condition can be observed.!*17 
Principally, 5% dextrose in water is used for 
hydration, though 5% dextrose in 0.2% saline 
is preferred to keep the polyethylene “cut- 
down” tube open during the operative 
period. The latter facilitates alternation 
with transfusion when needed. Preoperative 
medication may consist of nothing, or a bella- 
donna derivative of choice, i.e. atropine, 0.16 
mg., or scopolamine 0.1 mg.1-16 Since auto- 
nomic activity in the newborn is relatively 
unresponsive,!'5 a belladonna derivative may 
not be as important in allaying vagal irdio- 
vascular mishaps, as it is thought to be in the 
child or adult. Leigh and Belton'® believe 
that an antisialogogue is essential and point 
to an incidence in which they feel a drying 
agent saved the life of one of their patients 
with tracheo-esophageal fistula that was 
drowning in its salivary secretions. 


Anesthesia 


Improved anesthetic technics must share the 
spotlight with improved surgical technics in 
being responsible for increasing success in the 
management of these patients. Earlier, local 
anesthesia was used with the extrapleural ap- 
proach. In 1913, Richter> suggested the use of 


i 
2 


a pump insufflation technic with an endo- 
tracheal tube in place. It was not until after 
World War I that endotracheal technics were 
sufficiently developed to be used.16 However, 
infant intubation was not in wide use until 
World War II. Most anesthesiologists prefer 
an endotracheal technic for this type of infant 
surgery, though some surgeons state they pre- 
fer to have the anesthetist use a “tight mask” 
without endotracheal tubes.!!° This evidently 
stems from a lack of adequate equipment or 
experience with traumatic procedures necessi- 
tating tracheostomy or producing marked 
laryngotracheitis. One has only to attempt to 
adequately insufflate an infant with an open 
chest filled with hands and instruments, plus 
an open esophageal stump, to realize how in- 
adequate and bunglesome positive pressure 
anesthesia is in this situation without an en- 
dotracheal tube. Failure to use a positive pres- 
sure endotracheal technic in an open chest in 
an infant only reflects the inadequacies of the 
anesthesiologist. Agents used vary with the 
administrator and range from nitrous oxide, 
ether, or cyclopropane, to various combina- 
tions of any 2 or of all three.®10-12,15.16 The 
important thing is not so much what is ad 
ministered, but how, it is done! One must re- 
member these little pieces of protoplasm are 
delicate and require not only very little anes- 
thesia, but that it should be administered with 
all the skill and art possible. 


Many technics for handling these patients 
from the anesthetic standpoint are reported in 
the literature. Recognition of specific technics 
is not in the scope of this paper. Success has 
been reported using open drop or semiclosed 
technic, also nonbreathing valves, Ayers T- 
piece, closed infant circle or “to-and-fro” 
canasters.!:9.10,15 The inhalation approach may 
be supplemented by intravenous analgesics 
and/or muscle relaxants. Probably the big- 
gest boon to neonate anesthesia technics has 
been the Steven-Slater or Leigh nonrebreath- 
ing valve.'6-18 Modification into positive pres- 
sure nonrebreathing valves has greatly en- 
hanced their use. An understanding of the 
pathology, anatomy and physiology, as well as 
the therapeutic and surgical approach is essen- 
tial if the anesthesiologist is to realize his or 
her full potential as a member of the team 
caring for these patients. Individual ingenuity 
can be manifest in administering the anes- 
thesia as long as one employs the basic funda- 
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mentals of good anesthesia and remembers 
the problems peculiar to anesthesia in the 
newborn and the particular situation involved, 

Detailed coverage of the anesthetic problem 
can not be undertaken in this paper, but we 
would like to stress a few points pertinent to 
the anesthetic management. 


Remember very little anesthesia is required 
to accomplish the job. With these small im- 
mature enzyme systems, very little activity is 
evidenced and little is required to depress 
them. Some authors use muscle relaxants, 
others do not.1.® The astute anesthesiologist 
may prefer to insert an endotracheal tube 
with the infant awake, but the danger of 
trauma is enhanced and, smooth intubation 
is aided by relaxation, however, obtained. 
Anchoring or securing the endotracheal tube 
poses a problem, for the surgeon and the 
anesthetist are working in virtually the same 
field. Therefore, dislodgement of the endo- 
tracheal tube or bronchial intubation is an 
ever present possibility. One means by which 
inadvertent extubation or bronchia: intuba- 
tion may be prevented is by suturing the well- 
placed endotracheal tube to the corner of the 
mouth.!9 

Good tracheobronchial toilet early, and at 
frequent intervals, with occasional expansion 
of the manually collapsed lung during the 
procedure will help avert atelectasis as well as 
aid in ventilation. Any foreign matter in the 
respiratory tree of these infants may be catas- 
trophically obstructive, for tidal volume in 
the newborn is only 16 to 20 cc.'-15 Rapid, 
shallow respiration or depressed respiration 
also diminishes tidal volume and the small 
amount of residual air available does not al- 
low for decreases in ventilation. By the same 
token one should be on the alert during the 
procedure for surgical manipulation to part- 
tially or completely collapse the tiny trachea. 
Where a fistula is present, inhalation anes- 
thesia may markedly distend the stomach be- 
fore ligation of the fistula is accomplished. 
This not only impedes ventilation but is in- 
viting autonomic catastrophy. 

Preparation for handling the administra- 
tion of fluid and blood with accuracy should 
be at hand. An intravenous “cut-down” with 
a polyethylene tube in place is a “must.” 
Smith!7 advocates a buret that is calibrated in 
5 or 10 cc. amounts for accuracy in fluid ad- 
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ministration, and a three-way stopcock incor- 
orated in the set with a 10 cc. syringe for re- 
placing blood loss accurately. 

McQuiston and Bigler*° warn that infants 
of less than 6 months tend to have a fall in 
body temperature during anesthesia and sur- 
gery. A falling temperature may be an omi- 
nous sign and preparation to try and avert 
complete metabolic inactivity should be made 
in advance. A thermoelectric thermometer 
with rectal insert in place throughout the 
operation is the only means of knowing which 
way the metabolic fires are going. Physical 
warming (or cooling) should be made possi- 
ble by having the patient on a water mattress 
during the operation. 

One should watch for signs of shock, as ob- 
served in the pulse’s strength, blood pressure 
(if possible), heart sounds, skin color and 
capillary refilling; for once shock is estab- 
lished response to resuscitative measures seem 
to mirror inactivity in general and the down- 
hill course is too often not reversible. 

No doubt the best anesthetic technic is one 
the administrator is familiar with for this is 
the thing he or she does best. Delicate han- 
dling of the newborn calls for all the art and 
skill one possesses. Vigilance is the only means 
of avoiding little difficulties which in these 
patients rapidly become big difficulties. Ron- 
nie Stephen'® focuses attention on “the fact 
that technics employed for pediatric anes- 
thesia cannot be crude.” 


Postoperative Management 


Constant nursing care with emphasis on 
maintenance of a clear airway is a must. Cor- 
rect positioning (semi-Fowler’s) is important, 
as is continuation of oxygen and antibiotic 
therapy."! Intravenous fluids in the amount 
discussed in preoperative preparation should 
be continued for 24 to 48 hours. After this, 
gastric feeding per tube, placed through the 
esophagus,'! or a gastrostomy®!° is indicated. 
Either one may be done at the time of opera- 
tion, or the gastrostomy 24 to 48 hours post- 
operative. In this way caloric and protein in- 
take is achieved very quickly. Some prefer to 
maintain the patient on parenteral fluids for 
3 to 5 days, then try water via esophagus, 
gradually adding a liquid diet.1° Microchemi- 
cal studies should be used as a guide for elec- 
trolyte therapy. 
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A high incidence of some degree of post- 
operative stenosis at the site of anastomosis is 
encountered and retrograde bougienage may 
be facilitated by an already established gas- 
trostomy.® Lipiodol swallows may be carried 
out 8 to 10 days postoperatively to ascertain 
soundness of anastomosis before oral feedings 
are instituted.® 

The team of nurses, surgeons, pediatricians, 
anesthesiologists, radiologists, internists and 
anyone else called on for the care and man- 
agement of these patients may be taxed to the 
limit if success is achieved. Prior to 1939 there 
were no survivals. Today survival reports 
range from 40 to 60 odd per cent.9:1° 


Discussion 


In tracing the advances in the management 
of the problem of esophageal atresia, one 
readily sees the parallel between advances in 
surgical technics and advances in anesthetic 
technic and administration. This applies not 
only to this problem, but to pediatric anes- 
thesia and surgery in general. For the past 10 
years, advances in the former have been tre- 
mendous. Since it has been said that survival 
is already determined by the stage of the 
pneumonic process before operation is at- 
temptec, one can assume that further advan- 
ces from the surgical standpoint will depend 
to a large extent on better and earlier diag- 
nostic technics. Also, advances in handling 
other associated congenital anomalies will en- 
hance the survival figures. 

From the anesthetic standpoint, the ideal 
anesthetic agent has yet to be discovered. 
However, comparably safe agents and technics 
are known. The real need is for more ade- 
quately trained personnel to appreciate and 
carry out these specialized procedures. Greater 
significant advances in anesthesia will prob- 
ably come from better understanding of inter- 
nal respiration. Ventilation and external res- 
piratory problems have already been vigorous- 
ly attacked, but we are just beginning to delve 
into the problem of cellular respiration or 
metabolism as related to anesthesia. 


Summary 


A brief history of the development of the 
approach to the problem of esophageal atresia 
is presented, and some aspects of the thera- 
peutic and anesthetic management are dis- 
cussed. In conclusion, one can readily appre- 
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ciate the fact that a “team approach” has been 
responsible for the present successes and will 
be necessary for future advances. 


20. 


Dr. John T. 
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Discussion (Abstract) 


Stage, Jacksonville, Fla. It is my 


pleasant task to discuss this interesting subject of 
congenital atresia of the esophagus in the newborn. 
I feel a personal attachment towards this defect. My 
one and only godchild is now 11 years old. She was 
my first case of congenital atresia with tracheo- 
esophageal fistula. I can well remember with what un- 
certainty I approached that five and a half pound 
problem. Thanks to Divine guidance and oxygen we 
both made it. When I found I was to discuss Dr. 
Jones’ paper I made an outline prior to receiving his 
paper. This outline was to serve as a pattern of the 
way I would have prepared this paper. It is interesting 
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to compare how closely the outline followed the sub. 
sequent paper. 


Outline: 

1. Early diagnosis—no Lipiodol, no barium. 

2. Endotracheal tube, securely attached and jn 
place prior to instituting the anesthesia. 

3. “Cut-down” with slow drip for accurate blood 
replacement. 

4. Transthoracic approach. 

5. Physiologically designed equipment. 

6. A noncompromising anastomosis. 

Points 4 and 6 are surgical matters. I include them 
in my outline because they have been the points be. 
tween success and failure on several occasions. In re- 
lation to point 4 I believe that the transthoracic ap. 
proach offers so much more in exposure that the time 
element involved may be life-saving. Point 6 is men- 
tioned in that it is only human to hope that a primary 
anastomosis will answer the patient’s problem. This 
may lead to traction and ischemia of the esophageal 
anastomosis followed by leakage, pleural contamination 
and death. 

There are certain problems in this condition which 
add to the anesthetist’s responsibility. One has been 
mentioned,—this is pneumonia. If this condition is 
present, one does not have time to wait for improve- 
ment in the pneumonic condition. Surgery must be 
performed in the face of this disease. The second 
problem which has been temporarily baffling to me is 
that of large fistulae between trachea and esophagus. 
These may be so massive that assisted respiration side- 
tracks air from the lung into the gastrointestinal sys- 
tem. The only answer is quick exposure, ligation of the 
fistula and deflation of the stomach. 


In the October issue of the A.M.A. Archives of 
Surgery, Egan and associates in discussing congenital 
lesions of the thorax in infancy demanding early 
surgical treatment, gave the following differential 
diagnosis in young infants presenting respiratory dis- 
tress. They are: (1) esophageal atresia with tracheo- 
esophageal fistula; (2) mediastinal tumors and cysts; 
(3) cystic disease of the lungs; (4) lobar emphysema; 
(5) diaphragmatic hernia; (6) patent ductus arteriosis; 
and (7) pulmonary valvular stenosis. As Dr. Jones 
suggested a radiopaque catheter will establish the diag- 
nosis for the condition we are discussing, although it 
would be well for the anesthesiologist to be aware of 
these other possibilities. 

It is interesting to me that these defective babies 
seem to appear in waves. The last group was approxi- 
mately 4-5 years ago. It makes one a little suspicious 
that the condition is related to infections in the mother 
possibly during an epidemic of viral disease. This is 
pure supposition but deserves study. 

I have enjoyed discussing this paper. Unluckily the 
only strides made toward the correction of this defect 
have been in the construction of better equipment for 
minature patients. No magic gases or new methods 
have appeared in the past decade. 
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Acute Addisonian Crisis and Death 
Due to Histoplasmosis 


HENRY G. RUDNER, JR., M.D., and 


GEORGE F. BALE, M.D.,t Memphis, Tenn. 


HistOPLASMOSIS IN THE ADULT has been re- 
ported as showing a variety of clinical syn- 
dromes, such as ulcerative lesions of the nose 
and mouth, “primary Ghon” type of lung 
infections with rare progression into cavitary 
disease, and Addison’s disease due to destruc- 
tion of the adrenals by the fungus. A recent 
review of Addison’s disease due to histoplas- 
mosis was published by Crispell and asso- 
ciates' who omitted only the case of Hender- 
son, Pinkerton and Moore.2 The former au- 
thors found a total of 16 cases. One additional 
case has been published since Crispell’s re- 
view, by Fitzpatrick and Reuber.* 


The case reported here, which is the nine- 
teenth of this type is essentially one of quies- 
cent gout and active progressive cirrhosis of 
the liver, complicated by probable dissemi- 
nated histoplasmosis eventuating in Addison's 
disease due to destruction of the adrenal by 
the fungus. 


Clinical History 


This 59 year old white Arkansas farmer was first 
admitted to the Baptist Memorial Hospital on June 6, 
1953. At that time, he complained of anorexia, hoarse- 
ness, a sore throat and weakness following an upper 
Tespiratory infection. His temperature had reached 
103° F., and he had received penicillin and strepto- 
mycin by injection for 5 days before admission. The 
patient complained of “blisters” in his mouth and 
night sweats, both of which had been present for 
approximately 3 weeks prior to admission. 

His past history revealed an excessive intake of 
alcohol for 15 years, and an elevated level of uric 
acid with many bouts of podagra. The patient had 
been a mild hypertensive, with B.P. levels in 1941 of 
140/90, in 1951 of 192/92, and in May, 1953 of 140/86. 

Physical examination revealed a well-developed, 
white man with an enlarged abdomen. B.P. was 130/70, 


+From the Departments of Medicine and Pathology, the 
Baptist Memorial Hospital, Memphis, Tenn. 


and the T. was 102° F. The tongue was normal. 
Laryngoscopy revealed a whitish fungating lesion on 
the left vocal cord. The heart was not enlarged, the 
lung fields were clear to examination. The abdomen 
was distended and a marked caput medusae was 
present. The liver was enlarged 6 cm. below the right 
costal margin but was not tender. The edge of spleen 
was palpable 4 cm. below the left costal margin. The 
testes were atrophic, and there was bilateral gyne- 
comastia. Rectal examination was negative. Examina- 
tion of the skin revealed spider angiomas and palmar 
erythema. 

Laboratory examination. The RBC was 4.3 million 
per cu. mm.; Hgb. was 14.8 Gm. per 100 ml.; the 
leukocyte count was 10,100 per cu. mm. with a 
differential picture showing segmented neutrophils 
78, lymphocytes 17, monocytes 2, and eosinophils 3 
per cent. The sedimentation rate (Westergren) was 54 
mm. fall in 1 hour. The N.P.N. was 47 mg., the 
creatinine 1.4 mg., and the serum bilirubin was 4.5 
mg. per 100 ml. An EKG. showed no abnormalities. 

Hospital course. The patient’s hospital course was 
characterized by temperature elevations of from 100 
to 102° F. He was given antibiotics, including oxytetra- 
cycline, streptomycin and penicillin. Four days after 
admission, the patient developed a second whitish 
fungating lesion on the anterior tonsilar pillar similar 
to the one observed previously on the vocal cord. A 
biopsy of the lesion on the left tonsilar pillar was 
made; the pathologic report was,—‘Probably epider- 
moid carcinoma. The lesion is atypical. Repeated 
biopsy at a later date is requested.” Daily systolic 
blood pressure readings ranged from 100 to 110 mm. 
of mercury with occasional dips to 80 to 90 systolic. 
Three weeks after admission, he developed purpura 
involving the trunk and extremities. At that time his 
platelet count (Rees Ecker) was 28,000 per cu. mm., 
prothrombin time was 15 sec. with a control of 12 
sec. A blood culture for pyogens at this time was 
negative. He remained in the hospital for 41 days, 
receiving supportive therapy for cirrhosis of the liver. 
This included glucose intravenously, vitamins, and a 
high carbohydrate, high protein and low fat diet. The 
patient was given cortisone acetate (Cortone) 25 mg. 
intramuscularly twice a day after the onset of purpura, 
and a teaspoonful of liquid potassium triplex 3 times 
a day. He showed a gradual improvement with dis- 
appearance of the purpura and a gain in strength. 
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The pharyngeal and laryngeal lesions seemed to im- 
prove. The B.P. rose to 125 to 130 systolic and stabil- 
ized there. He was discharged July 17, 1953, with a 
diagnosis of cirrhosis of the liver. 


He was readmitted on Aug. 8, 1953, complaining 
of headache, cough and low-grade fever. Physical 
examination was essentially as noted previously except 
that no laryngeal or pharyngeal lesions were observed. 
The B.P. was 114/68, and T. 102° F. The pharynx 
was injected. An x-ray study of the chest was reported 
as showing “‘an area in the left base suggesting focal 
atelectasis and some increase in the bronchovesicular 
markings in the right base.” 

Laboratory examination. The blood N.P.N. was 67 
mg. and creatinine 3.2 mg. per 100 ml. 

Hospital course. The patient was given supportive 
therapy for the liver and antibiotics as on his previous 
admission. The daily B.P. varied from 90 to 100 sys- 
tolic. He was placed on cortisone and his fever dis- 
appeared and the B.P. stabilized at 115 to 128/70 to 
74. He was discharged after 16 days on Sept. 11, 1953, 
much improved but on a maintenance dose of corti- 
sone and chlormerodrin (Neohydrin). 

The patient’s last admission was on Feb. 15, 1954. 
He was admitted at this time because of oliguria and 
profound weakness. Physical examination revealed a 
semicomatose patient with a B.P. of 56/0. The T. was 
108° F., the P. 100. 

Laboratory examination. The N.P.N. on admission 


was 92 mg.; the creatinine 5.75 mg., and the fasting 
blood sugar 86 mg. per 100 ml. Urinalysis revealed 
innumerable pus cells and 4 plus protein. 

His hospital course was rapidly downhill with com- 
plete anuria and shock. Terminal therapy with adrenal 
cortical hormone was without benefit and the patient 
died about 16 hours after admission. 

The clinical diagnoses were cirrhosis of liver and 
terminal uremia. 

Autopsy Examination 

The pertinent autopsy findings were as follow: 

There was gynecomastia of the breasts. The heart 


weighed 410 Gm. The left lung weighed 440 Gm., 
the right lung 520 Gm. At the hilum of the left lung 


FIG. 1 
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Adrenals showing caseous necroses. 
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Extracellular Histoplasma capsulatum in adrenal (approxi- 
mately x 1000) (Schiff stain). 


a small calcified lymph node was found measuring 
1.5 cm. in diameter. In the left upper lobe were sev- 
eral small calcified nodules. The liver weighed 1,940 
Gm. and had a moderately coarse nodularity through- 
out. The spleen weighed 530 Gm. and the cut surface 
was dark red in color. The pancreas revealed 2 small 
circumscribed nodules 0.4 and 0.6 cm. in diameter. 
The left adrenal gland weighed 50 Gm., and the 
right 45 Gm. When they were sectioned, the centers 
were found to be made up of a white to gray, cheesy- 
like material (Fig. 1). The right kidney weighed 135 
Gm. and the left kidney 165 Gm. The cortical pattern 
of both was well preserved. The capsules stripped with 
moderate ease. The lymph nodes, other than the hilar 
lymph nodes, were not involved. The prostate was not 
remarkable. A blood culture done after death was 
negative for pyogens at 5 days. The caseous material 
from the adrenals was cultured for tubercle bacilli 
and fungi and no organisms were isolated from the 
cultures. 


Microscopic examination of the liver revealed a 
postnecrotic type of cirrhosis. Sections through the 
large adrenals revealed caseation necrosis. Using the 
Schiff stain on the caseous material of the adrenals, 
numerous small rounded Schiff positive bodies were 
seen which measured from 3 to 5 microns in size 
(Fig. 2). Acid-fast stains were negative. The Schiff 
positive rounded bodies were morphologically charac 
teristic of the fungus of the species Histoplasma cap- 
sulatum. In another section of adrenal an active tu- 
berculoid granulomatous lesion was observed, consist- 
ing of epithelioid cells, giant cells and lymphocytes. 
Schiff positive organisms similar to histoplasma were 
found in the cells of these granulomas (Fig. 3). The 
calcific nodules of the lungs and_ the hilar lymph 
nodes revealed no organisms by special stains. The 
tubules of the testes showed marked atrophy. Sections 
through the pancreas revealed 2 small islet cell 
adenomas (Fig. 4). The prostate revealed a florid acute 
inflammatory reaction with microabscess formation. 
No bacterial or fungal organisms could be demon 
strated by special stain. 


A review of the surgical sections from the vocal 
cord revealed a granulomatous lesion containing large 
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FIG. 3 


Intracellular Histoplasma capsulatum in adrenal granuloma 
(approximately x 1000) (Schiff stain). 


phagocytes (Fig. 5). These phagocytes contained or- 
ganisms compatible with Histoplasma capsulatum in 
moderate numbers (Fig. 6). 

The main final pathologic diagnoses were: (1) post- 
necrotic cirrhosis of the liver, (2) Addison’s disease 
produced by granulomatous destruction of the adrenal 
glands by Histoplasma capsulatum, (3) congestive 
splenomegaly, (4) islet cell adenomas of the pancreas 
and acute prostatitis. 


Discussion 
This is the case of a man who suffered from 
3 conditions: first, he had gout which had 
produced at least two bouts of disability. The 
reason for mentioning this is it has been 
shown that the administration of cortisone to 
normal human beings and patients with Addi- 
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son’s disease leads to an increase in the excre- 
tion of uric acid, presumably due to increased 
renal clearance.* Thus, in a patient with gout 
it seems logical that one could speculate that 
the onset of Addison’s disease might decrease 
the renal excretion of uric acid and precipi- 
tate, perhaps an acute attack of gout. Such 
did not occur in the individual in this case. 
Second, this patient suffered from cirrhosis 
of the liver, as indicated clinically by the 
spider angiomas, palmar erythema, enlarged 
liver ana spleen, and the very abnormal liver 
function tests. Morphologically this proved to 
be a postnecrotic type of cirrhosis. 
Superimposed on these 2 illnesses, the pa- 
tient suffered a third illness which was histo- 
plasmosis. Initially this must have been a 
disseminated disease as indicated by the pha- 
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Histoplasma capsulatum in vocal cord lesion (approximately 
x 1000) (Schiff stain). 
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ryngeal and laryngeal lesions, chills, fever, 
night sweats and transient thrombocytopenia. 
As time went on, however, the principal mani- 
festations were those of Addison’s disease, as 
indicated by the hypotension (in a previously 
mildly hypertensive individual) which re- 
sponded to adrenal cortical hormones, and 
the improvement in clinical symptoms, such 
as weakness, also due to hormonal therapy. 
The transient azotemia, despite clinical and 
morphologic evidence of good renal function, 
and the maintenance of the patient’s hemo- 
globin in the face of a chronic illness, were 
probably manifestations of the hemoconcen- 
tration of Addison’s disease. The complete 
collapse of the patient at his terminal epi- 
sode (Addisonian crisis) and the complete 
destruction of the adrenals noted at autopsy, 
correlate to a remarkable degree and further 
indicate both clinical and morphologic Addi- 
son’s disease. For some reason the patient did 
not respond to hormonal therapy in his last 
illness. The acute prostatitis accounted for the 
urinary findings and probably contributed to 
the onset of the Addisonian crisis. 

Another feature worth commenting upon 
is the presence of the small pancreatic islet 
cell adenomas. These were apparently not 
functioning since the patient’s blood sugar 
was within normal limits on his last admis- 
sion. This association of Addison’s disease and 
islet cell adenomas has been noted previously 
by Sloper® in a small autopsy series, although 
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a large series of surgical cases of islet cell 
adenomas revealed no associated Addison’s 
disease.® 

One of the most interesting features from 
the morphologic standpoint, is the obserya- 
tion of great masses of presumably degener- 
ating organisms in the caseous material (Fig. 
2). This has been noted previously by several 
authors, probably first by Phelps and Mallory 
in 1926.7 


Summary 


This is a case report of a quiescent gout 
and progressive postnecrotic cirrhosis, com- 
plicated by probable disseminated _histoplas- 
mosis which eventuated in Addison’s disease 
due to the destruction of the adrenals by the 
Histoplasma capsulatum organism. 
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A Review of the Headache Problem 
in Allergy: 


LLOYD D. MAYER, M.D., and 


MAURICE KAUFMANN, M.D., Lexington, Ky. 


Gradually confusion is giving way to an increased understanding of the pathogenesis of headaches 
of vascular and allergic origins. Much is still to be learned and clarified. Nevertheless 
the authors have provided a review of what is known as of today. 


CHRONIC, RECURRENT HEADACHE is a frequent 
complaint in general medical practice, as well 
as in the specialty of allergy. Many patients 
go from one physician to another seeking re- 
lief. Usually, numerous forms of treatment 
are administered and many meet with disap- 
pointing results. 


The problem which these patients present 
is both diagnostic and therapeutic. In this 
paper headache, as seen by the allergist, will 
be reviewed. Some of the more common 
nonallergic forms, such as those produced 
by chronic infection, toxicity, intracranial 
tumors, hypoglycemia, diseases of the cervical 
spine, myositis, fibrositis, cranial trauma, post- 
lumbar-puncture, eye strain, hypertension and 
foci of infection will not be included. 


The majority of patients with headache 
seen by the allergist fall into the so-called vas- 
cular group, and it is with this group that this 
paper will concern itself. It is assumed that 
these patients previously had been studied 
from the general medical point of view in- 
cluding ophthalmologic, neurologic, enceph- 
alographic, rhinologic and dental consulta- 
tions. When all these investigations prove 
negative and if there is reason to suspect the 
existence of allergy, then an allergy survey is 
indicated. 

Table 1 shows a classification of headache 
which will be discussed in this paper. An at- 
tempt will be made to describe pathogenesis, 
symptomatology and treatment. 


Migraine 


Classical Migraine. It should be pointed 
out that there is a clearly-defined and well- 


*Read before the Section on Allergy, Southern Medical 


Association, Fifty- i 
por 8.6. = Annual Meeting, New Orleans, La., 


TABLE 1 
VASCULAR HEADACHE 


I Migraine 
(a) Classical migraine 
(b) Atypical migraine 
(c) Migraine variants 
1. Ophthalmic-ophthalmoplegic 
2. Facial 
3. Abdominal 
4. Status migrainous 
II Histaminic Cephalalgia 
(a) Typical 
(b) Atypical 
Ill Allergic Headache 
(a) Generalized 
(b) Frontal and sino-nasal 
IV Myalgia and the Head 
(a) Primary (physical allergy) 
(b) Secondary (muscle spasm) 
V Tension Headache 
VI Temporal Arteritis 


delineated symptomatology in typical mi- 
graine. The term migraine headache should 
not be used loosely. Common synonyms are 
“sick headache” or “bilious headache” when 
described by the patient. 

Incidence and Symptomatology. The clini- 
cal manifestations of migraine may develop 
early in life, even in childhood. In fact, there 
is an hereditary factor in 67 to 85% of the 
cases.! The incidence in children, however, is 
about 1 to 2% according to Glaser.! It is 
thought to be transmitted by a recessive gene 
with a penetrance of 70 per cent.? Most au- 
thors agree that there is strong evidence of a 
family history of migraine in the majority of 
cases. 

The headaches are paroxysmal, unilateral, 
throbbing or pounding in character and are 
accompanied by nausea and vomiting. Smell- 
ing, seeing or even the thoughts of food may 
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be unbearable. The patient usually wishes to 
lie down in a dark room for relief and com- 
plains of photophobia. The least amount of 
noise accentuates the excruciating pain. The 
patient may have a visual aura consisting of 
scintillating scotomas or hemianopsia just 
prior to the headache, but this is not essential 
for the diagnosis. Most of the patients are 
female and the headaches may occur in associ- 
ation with the menses either pre- or post- 
menstrually. The migraine attack may last for 
a few hours to several days. In many cases 
there is vertigo, sweating, paresthesia and 
chilliness. The attack may end with profuse 
diuresis. There may also be reflex vascular 
spasm with tenderness and spasm of the mus- 
cles of the neck and scalp producing a secon- 
dary pain which may be occipital or gen- 
eralized. 


Often, there is a so-called “migraine per- 
sonality” noted. These individuals are com- 
pulsive, high strung, emotionally unstable, 
and react profoundly to life’s situations. They 
take responsibilities seriously and worry over 
everything. The so-called “perfectionist per- 
sonality” is commonly described. 

Atypical Migraine. So-called atypical mi- 
graine has many features of classical migraine. 
In these cases the headaches may be unilateral 
or generalized, pressure-like or throbbing, and 
may be accompanied by only mild nausea 
without vomiting. The aura usually is absent 
but the patient frequently gives a family his- 
tory of allergy and/or headaches. Occasionally, 
these headaches are unilateral at first and be- 
come generalized very quickly. This type of 
headache may easily be confused with allergic 
headache. 


The subject of migraine variant is an im- 
portant one because these patients will pre- 
sent themselves with rather confusing and 
atypical symptoms in rather unusual areas 
which differ from the description discussed 
above. The pain may be present in or behind 
the eye with accompanying ophthalmoplegia, 
or it may be present over the sinus area or 
face. Another form of equivalent occurs in 
the abdomen which is seen more often in chil- 
dren and should be differentiated from other 
medical or surgical diseases as well as allergy. 
A protracted pain of migraine is occasionally 
seen which is very difficult to relieve and 
usually is brought on by overuse of ergota- 
mine or its derivatives. Pain in the chest or 
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shoulders may also be present. When there js 
no headache per se but nausea, vomiting or 
transitory visual disturbances are present, the 
condition is known as a migraine equivalent. 

One criterion for making a diagnosis of 
migraine which is helpful is a therapeutic 
trial with one of the ergotamine derivatives, 
However, one should not rely upon this as a 
prerequisite for the diagnosis, because 15% of 
migrainous individuals do not get relief with 
this medication. A provocative test using 1.3 
mg. of nitroglycerine sublingually also has 
been suggested as a diagnostic aid.? Occasion- 
ally the use of histamine (0.35 mg. histamine 
base) is used along with the latter drug as a 
test but this may confuse the diagnosis with a 
histaminic cephalalgia. 

Pathogenesis. During the aura of the mi- 
graine attack there is an initial spasm of the 
branches of the internal carotid artery which 
produces the scintillating scotomas and other 
visual symptoms. This, however, may not be 
present since the patient may awaken with the 
headache in the morning or it simply may 
come on without warning. The major phase 
of the headache which causes the throbbing, 
pounding pain with its gastrointestinal and 
neurologic symptoms, is produced by the dila- 
tation of the branches of the external carotid 
artery. It should be emphasized that the mech- 
anism of pain in the head is transmitted by 
traction or pressure on or around four well- 
defined pain sensitive structures as seen in 
table 2. These particular structures are in- 
strumental in conducting, inducing, and 
transmitting the pain. The vasodilatation 
stimulates the pain sensitive nerves in and 
around these vessels resulting from the in- 
creased amplitude of pulsation. Even though 
there may be some slight initial vasoconstric- 
tion in the branches of the external carotid 
there is no pain. It is, therefore, the dilatory 
phase which occurs soon after which produces 


TABLE 2 
PAIN SENSITIVE STRUCTURES IN THE HEAD 


1. Tissues covering the cranium, especially arterial 


Intrancranial structures 

(a) Parts of dura mater 

(b) Dural arteries 

(c) Venous sinuses 

(d) Cerebral arteries at base 
8. Cranial Nerves V, IX and X 
4. Cervical Nerves, I, II and III 
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the pain. During the dilation phase the walls 
of the vessels become edematous and edema 
also is present in the areas of the brain where 
the dilatation takes place.6 These edematous 
areas induce greater tissue vulnerability local- 
ly and a lowered pain threshold which funda- 
mentally is due to the dilatation of the smaller 
meta-arterioles. With increased capillary per- 
meability there is a release of certain substan- 
ces which lower pain threshold into the tissue 
which accumulates there. This substance may 
also cause further distention of the larger 
arteries (branches of external carotid) to in- 
crease the headache qualitatively or quanti- 
tatively. These substances produce not only a 
lowering of the pain threshold but also in- 
crease the local capillary permeability. The 
end result is a tender accumulation of fluid in 
the tissue plus microscopic hematomas. This 
pain producing agent is thought to be related 
to 5-hydroxytryptamine and is neutralized by 
norepinephrine and ergotamine. It was found 
that by administering these substances, espe- 
cially arterenol, one could cause constriction 
of the blood vessels and draw the pain-lower- 
ing threshold substances out of the tissue and 
into the blood, thereby raising the deep pain 
threshold and decreasing the tissue vulner- 
ability.® 

Acetylcholine and substances chemically 
similar to it have been postulated as possible 
etiologic mechanisms. For example, the release 
of acetylcholine in the urine of migraine pa- 
tients during stress has been described. The 
authors postulated that the normal choline 
acetylase system is different in these patients.’ 
In a recent paper it was shown that patients 
with migraine headaches had a higher level of 
acetycholine-like effect substances in their 
spinal fluid.§ 

It also has been suggested that fluid reten- 
tion with associated weight gain and edema, 
which often are present prior to a headache 
may play some etiologic role. The polyuria 
which these patients have following a mi- 
graine episode is well-known. Likewise, the 
association of migraine with puberty, men- 
stuation and menopause suggests an endo- 
crine factor. However, further substantiation 
of these latter two mechanisms is necessary. 
The psychologic implications of migraine are 
widely suspected and, although it has been 
stated that there is a so-called migraine per- 
sonality, it has been shown that these patients 


differ little in their psychodynamics from the 
patients who have tension headaches. It is not 
known why the same emotional and psycho- 
logic factors initiate migraine in one group, 
and so-called tension headaches in the other.® 
Other unknown factors besides the vascular 
mechanism have been suggested.!° This would 
certainly develop a new theoretical approach 
to the disease and negate all writings and 
work on the vascular physiology of this dis- 
ease. The contraction of the neck and scalp 
muscles following the acute, throbbing head- 
ache occurs as a result of a reflex mechanism 
from the severe, protracted pain and this sec- 
ondary phase may outlast the original head- 
ache. This results from the direct stimulation 
of the nerve endings and muscle ischemia. 


For many years, allergy has also been sug- 
gested as a cause of migraine." Several authors 
have noted a relationship between inhalants 
and foods as etiologic agents, in addition to 
the above described factors. In children it has 
been shown that elimination diets are helpful 
in determining the cause of the migraine at- 
tacks. Pork, egg, milk, wheat and chocolate 
are the most common food offenders.1 The 
relationship of inhalants as allergic trigger 
mechanism should be considered in adults, as 
well as children.1! A very high incidence of 
familial allergy is present in migraine patients. 
Many patients with migraine have other aller- 
gic manifestations such as hay fever, asthma 
and urticaria. These patients frequently have 
their migraine episodes triggered by specific 
allergens. 

Treatment. One of the most important 
medications for the treatment of migraine is 
ergotamine tartrate and dihydroergotamine. 
When this is combined with caffeine it has 
been found to be more efficacious. (Many 
such commercial preparations are available as 
Cafergot PB, Wigraine, Migral and Ergotatro- 
pin.) Often these preparations are not used 
properly and the best results are not obtained. 
They should be given in a dosage of 2 tablets 
at the first sign or warning of a headache, 
then followed by one tablet every half hour 
until the headache is relieved or until a total 
of 6 tablets has been taken. Occasionally, 
1 to 3 tablets initially will abort the headache. 
If nausea and vomiting preclude oral medica- 
tion, rectal suppositories are very effective. 
Some patients find the nausea produced by 
these drugs is intolerable even though the 
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headache is improved and therefore will not 
use them. For this reason belladonna alka- 
loids, sedatives and antiemetic agents have 
been added to the medications both oral and 
rectal (Cafergot PB and Wigraine). Parenteral 
administration of isometheptene (Octin), dihy- 
droergotamine (DHE-45) or ergotamine tar- 
trate (Gynergen) may also be utilized if the 
oral preparations fail to help. Caution must 
be observed in administering these drugs to 
patients with arteriosclerosis, heart disease 
and hypertension. Over-use of these drugs may 
lead to “status migrainous” which results from 
a tolerance to ergotamine. Others have recom- 
mended the use of nicotinic acid in the early 
phase for vasodilatation. When these measures 
fail, intravenous aminophyllin, diuretics, low 
salt diet, Valoctin (isometheptene and bromi- 
sovalum), codeine, morphine and antianorexic 
drugs (chlorpromazine, pherothiozine HCl) 
should be used. Occasionally, nicotinic acid 
will help a migraine attack if it is the so-called 
“white migraine,” or the rare vasospastic type. 
In severe cases, combinations of isometheptene 
(Octin) and dihydroergotamine (DHE-45) 
have been used. Oxygen therapy has been uti- 
lized by others.* 


For the prevention of the attacks, numerous 
medications and combinations have been 
tried. Hydergine (a combination of hydro- 
genated ergot alkaloids) has bee mentioned 
as a suppressor of the headaches. Finis may act 
by reducing the pain-lowering-threshold sub- 
stances in the edematous areas of the brain. 
Another recommendation, along similar lines, 
has been made, which includes the use of 
dihydroergotamine as part of the hyposensiti- 
zation treatment with allergy extracts and his- 
tamine. In certain cases the use of testosterone, 
progesterone and estrogen have seemed useful 
as prophylactic agents. Tranquilizers with 
meprobamate and the promazines may also be 
helpful. Several ingenious authors recommend 
7% butyl alcohol or 4% sterile sodium thio- 
sulfate and urea.!* The latter may be useful 
as a diuretic agent. Foci of infection, we be- 
lieve, are important clinical points which bear 
investigation and if found, should be treated. 

Because of the high incidence of allergy in 
the family history and in patients with mi- 
graine, it is our belief that these patients 
should have a complete allergy study includ- 
ing skin tests, elimination diets and environ- 
mental control. Because of the variable facets 
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of migraine, the patient who can be relieved 
by even a reduction in the number of attacks 
will be grateful. We recognize that hypersensi- 
tivity may not completely answer the enigma 
of migraine, but it may be helpful in pin- 
pointing specific food offenders or trigger 
mechanisms of inhalant allergens which may 
initiate the headache. The use of histamine 
hyposensitization in migraine is not too help. 
ful but should be used if a “mixed” type of 
headache occurs when there are symptoms 
suggestive of an atypical histamine ceph- 
alalgia. 


Histaminic Cephalalgia or Cluster Headaches 
(Harris’s Migraine) 


Incidence and Symptomatology. This syn- 
drome is extremely rare but when present is 
quite characteristic. It is not hereditary but in 
our experience nasal allergy frequently accom- 
panies this disease. Males predominate over 
females according to Horton. The onset is 
usually at around 40 years of age. This type 
of headache is characterized by a unilateral, 
throbbing or continuous, burning, boring, ex- 
cruciating pain which may extend into the 
temple, face, jaw, occiput, neck and shoulder. 
It tends to awaken the patient during his 
sleep and lasts less than an hour. Attacks may 
occur several times throughout a 24 hour 
period. Relief is sought by getting out of bed, 
sitting up or walking about, rather than by 
lying down. At the height of the headache 
there may be profuse lacrimation and injec- 
tion of the conjunctiva, rhinorrhea or nasal 
stuffiness and occasional swelling of the tem- 
poral vessels, all on the involved side of the 
head. A Horner’s syndrome is not uncommon. 
Unilateral flushing of the face and with per- 
spiration may be present. Occasionally the 
pain will extend down the ipsilateral side of 
the body into the arm and leg.!8 

A provocative test has been devised by 
Horton!3 who recommends the subcutaneous 
injection of 0.35 mg. of histamine base. This 
test will provoke a generalized headache in 
normal persons within 5 to 10 minutes. This 
is a histamine headache as compared with the 
typical histaminic cephalalgia which develops 
15 to 50 minutes after the cessation of the 
original or “physiologic” headache. It is the 
second headache which is pathognomonic, 
though the author admits that this is not ¢s- 
sential for the diagnosis. Occasionally mi- 
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graine headaches can be reproduced too, so 
the test is not always pathognomonic unless 
the typical histaminic pattern results. Skin 
testing with histamine as a diagnostic aid is 
unreliable but when strongly positive is sug- 
gestive. 

Atypical Histaminic Cephalalgia. These 
cases present the incomplete picture of typical 
histaminic headaches. The pain is usually uni- 
lateral but may not be accompanied by the 
complete battery of signs and symptoms such 
as the unilateral sweating, flush or rhinorrhea. 
Usually nasal obstruction is present, however. 
These patients are frequently females but do 
not have the photophobia or gastrointestinal 
symptoms of migraine. The headaches are not 
necessarily withstood better by the upright 
position in the atypical variety as they are in 
the typical histaminic cephalalgia. 


Pathogenesis. Not quite as much is known 
about the pathophysiology of this disease as in 
migraine. The pain results from dilatation of 
the extracranial vessels. It appears to represent 
a localized anaphylactoid reaction with both 
localized and systemic manifestations. Perhaps 
histamine is released from sensitized cells in 
the region of the pain and this accounts for 
most of the local phenomena. There is a rise 
in the acidity of the gastric juice which indi- 
cates absorption of the material released into 
the blood stream in quantities comparable to 
that which is induced by the injection of 
known quantities of histamine.1* Other un- 
known biologic agents may contribute to this 
condition. 


Treatment. The immediate treatment of 
histaminic cephalalgia is quite similar to that 
used in migraine. Intravenous or subcutane- 
ous administration of dihydroergotamine 
(DHE-45) and oxygen will generally stop the 
attack of pain. Any of the caffeine-ergotamine 
combinations as described before may be 
used either orally or rectally. It has been 
our custom to administer an antihistamine 
regularly and use the other medications for 
the histaminic cephalalgia if it should “break 
through.” These drugs afford only sympto- 
matic relief. The most important part of the 
therapy is the administration of histamine 
daily to prevent the attacks. We start with 
1:1,000,000 dilution of histamine base and 
give this daily, increasing by 0.05 cc. daily 
until 0.75 cc. is reached. This concentration 
is then increased tenfold each time after re- 
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peating the above dosage schedule until the 
point of tolerance (headache) is reached, or a 
concentration of 1:1,000 is attained. The in- 
jections are then given every other day for 2 
to 3 weeks, then twice a week for 2 to 3 weeks 
and then extended to weekly injections. We 
have some patients who require histamine 
every other day to keep the cephalalgia under 
control. Others have learned they can take a 
“booster” as far apart as 3 or 4 weeks and re- 
main free of trouble. This program is con- 
tinued arbitrarily depending on the patient 
and his symptoms. 


Generally speaking, this method of desensi- 
tization has been quite satisfactory. Naturally, 
individual variations in dosage must be made 
as each situation arises. Horton! uses a more 
rapid method but we find this impractical for 
outpatient use. Histamine intravenously in 
gradually increasing concentration is com- 
monly used but we do not use this regimen 
unless the patient has been hospitalized for 
observation. 


In treating relapses it is wise to begin with 
a much lower dose or the patient's symptoms 
will become worse after restarting the injec- 
tions of histamine. Each patient must be 
treated on an individual basis and the sched- 
ule should be “tailor made” to fit the patient. 


A complete allergy survey should be done 
in all patients manifesting an associated aller- 
gic condition. As stated above, our experience 
indicates that a goodly number of these pa- 
tients have nasal allergy which should be 
treated by allergic management. 


Allergic Headache 


Incidence and Sypmtomatology. This type 
of headache is the one most frequently seen 
by the allergist. Headache probably occurs in 
over 50% of patients with nasal allergy. The 
so-called “sinus” headache is grouped into this 
category and it has been known by otolaryn- 
gologists that approximately 70 to 75% of 
noninfectious sinusitis is allergic in etiology. 

Under this heading are numerous symptoms 
which have made classification difficult. 
These headaches are very clearly related to 
allergy, however, and were first described as 
separate from migraine by Eyermann.'* This 
headache also is frequently associated with 
allergic rhinitis or food sensitivity, but as a 
rule is produced by the latter. The headache 
is not severe enough to wake the patient and 
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even may disappear after sleep. It usually is 
located in the frontal region, over either eye, 
or in the occiput. In a rather short time after 
the onset, the headache becomes generalized 
and is described as an ache, a pain, a fullness, 
or as throbbing. Nasal obstruction, coryza, 
vertigo, nausea and vomiting are observed. 
Typically, headaches resulting from constitu- 
tional reactions are in this group. 


Another type of headache in the allergic 
group is accompanied by peripheral edema, 
polydipsia, weight gain several days preceding 
the attack, and by polyuria with weight loss 
which heralds the culmination of the attack. 
The head pain is generalized and is associated 
with a feeling of pressure, dizziness and men- 
tal confusion. This type of headache, as de- 
scribed by Hansel, occurs in allergic individ- 
uals and is frequently related to other allergic 
manifestations such as urticaria, angioedema, 
atopic dermatitis or gastrointestinal allergy. 

Patients with headache due to involvement 
of the nose and paranasal sinuses also fall into 
this category. Most of these patients have 
symptoms of chronic nasal allergy and prob- 
ably belong in the group having frontal head- 
ache as described by Ogden.1* The older termi- 
nology refers to these as having sinonasal type 
of headache. These headaches are dull, aching 
and rather deep in sensation. There is occa- 
sional throbbing but this is not a prominent 
feature. The pain is made worse by change in 
position and is relieved somewhat by lying 
down. Such headaches usually begin in the 
morning and improve later in the day as 
drainage of the sinuses is established, or the 
reverse may be possible depending on the 
sinuses involved. They are improved by topi- 
cal vasoconstrictors as well as local application 
of heat. Secondary muscular spasm in the 
shoulders and neck may be present in associa- 
tion with the primary headache. These pa- 
tients may state that nasal congestion is a 
little worse during the headache, but nasal 
symptoms may be very minimal or even ab- 
sent at the onset of the headache. Ogden con- 
cluded that the degree of headache did not 
depend completely upon the degree of nasal 
obstruction, sinus drainage or presence of 
mucus. Such headaches can last from a half 
hour to several days and even weeks. Nausea 
and vomiting are rare. There is no aura al- 
though vertigo and some visual changes are 
occasionally present during but not preceding 
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the attacks. This is an important differentia] 
point in excluding migraine. In a small num. 
ber of patients fever accompanies the attacks, 
As a rule, the frontal headache is bilatera] 
though unilateral pain can occur, or the pain 
may alternate from side to side. Discomfort is 
felt in the region of the eyes, across the bridge 
of the nose and even into the face and cheek 
bones. Depending upon the sinuses involved, 
the pain radiates to the vertex, occiput, tem- 
ples or may become generalized over the en- 
tire head. 


Pathogenesis. The particular type of head- 
ache described by Eyermann" and Hansel! js 
probably caused by cerebral arteriolar vaso- 
dilatation with edema. This can be caused by 
either foods or inhalants. Foods perhaps are 
possibly more important in allergic headache 
than inhalants, although the shock tissue may 
be present anywhere in the body regardless of 
the offending allergen. The vascular reaction 
produces edema in various parts of the brain 
which is reflected by varying symptoms de- 
pending upon the area involved. Increased 
capillary permeability and dilatation of the 
arterioles are usually present. For some reason 
epinephrine rarely gives relief in this type of 
headache, whereas antihistaminic agents and 
the ergotamine-caffeine preparations are occa- 
sionally useful. In the so-called “frontal” aller- 
gic type of headache the mechanism of pain is 
much more clear-cut. At one time it was be- 
lieved that the so-called “‘sinonasal’’ headache, 
of which the frontal headache is an example, 
was caused by congestion and secondary in- 
flammation of the lining membrane of the 
sinuses. This, of course, would prevent proper 
ventilation or emptying of the sinuses which 
would result in swelling and bogginess of the 
mucous membrane so that air within the sinus 
cavity becomes compressed. As the edema dis- 
appears the air space becomes rarefied caus- 
ing fluctuations in air pressure within the 
sinuses thus producing severe pain. This is the 
so-called “vacuum” type headache which has 
been described as a cause for this particular 
syndrome. It has been shown, however, that 
the mucosa surrounding the ostia of the para- 
nasal sinuses is the most pain sensitive, where- 
as the mucosal lining in the sinuses has a 
rather high pain threshold. Experimentally 
induced pain is referred chiefly to the regions 
of the head supplied by the first division of 
the fifth cranial nerve.17 It was concluded that 
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inflammation and engorgement of the turbi- 
nates, ostia, nasal frontal ducts and superior 
nasal spaces are responsible for most of the 
pain emanating from the nasal and paranasal 
structures. It was emphasized that if the head- 
ache is not associated with engorgement and 
inflammation of the turbinates the symptoms 
are not the result of disease in the nasal or 
paranasal structures.17 It appears therefore, 
that the ostia of the sinuses and mucosal 
edema of the above mentioned areas are the 
most important for inducing the headache. 


Other vascular mechanisms of pain may 
play a role during the so-called “allergic” 
headache. When the branches of the anterior 
meningeal artery, which supplies the nasal 
mucosa, become dilated and produce a certain 
degree of pressure change in the walls the 
above described pathway of pain is initiated. 
The pain may also occur because of mucosal 
edema with pressure on the nerve endings sur- 
rounding the blood vessels in this area which 
in turn become dilated and thus also produce 
pain. The mucosal edema may produce the 
initial pressure or the vasodilatation may oc- 
cur initially. When the headache occurs in the 
frontal area the frontal branch of the supra- 
orbital artery, which is also a branch of the 
ophthalmic artery, is visibly dilated during 
the acute stage of the headache. The anterior 
and posterior ethmoid arteries also play a role 
in producing pain when the ethmoid sinuses 
are involved. These branches are also present 
in the frontal sinus and in the nasal muco- 
periosteum. 


Treatment. The symptomatic treatment of 
the allergic headache consists primarily in the 
use of antihistamines and ergotamine prepa- 
rations. When there is frontal pain, antihista- 
mines, nose drops (using the lateral head-low 
position) and the local application of heat are 
quite beneficial. A complete allergy study is 
necessary for the correct diagnosis and treat- 
ment of this condition. Hyposensitization, 
elimination diet and symptomatic therapy are 
valuable in preventing the recurrence of these 
headaches. Avoidance of the offending aller- 
gens is very important. When feasible, surgical 
treatment of any chronically infected area, in- 
cluding the removal of polyps, may be of addi- 
tional assistance. Mucigogues and liquefying 
agents are frequently beneficial when used 
with other symptomatic medications. Ogden 
and other authors have used the ergotamine 


A REVIEW OF THE HEADACHE PROBLEM IN ALLERGY—Mayer and Kaufmann 1501 


drugs for treatment of this condition with 
some relief. 


Myalgia of the Head 
Primary Type. 

Incidence and Sypmtomatology. This is a 
rare type of head pain which is frequently 
seen in allergic individuals and may be associ- 
ated with physical allergy. It is present most 
characteristically during or between seasons 


when there are sudden changes in tempera- 
ture or weather. 


The pain can be unilateral or general in- 
volving the muscles of the head and neck at 
their point of origin. It sometimes occurs in 
the postural muscles which have their inser- 
tion in the base of the skull or cranial bones. 
Point tenderness usually is present. The pain 
is described as continuous and deep seated 
and is precipitated by such physical situations 
as cold, drafts, fans, air conditioners, atmos- 
pheric pressure, humidity and temperature 
changes. The pain begins insiduously and 
gradually builds up to a rather severe ache. 
Some patients describe the sensation as numb- 
ness, tightness or pressure. Emotional and rou- 
tine allergic factors often act as trigger 
mechanisms. 


Pathogenesis. These headaches are classified 
as vascular because the spasmodic contraction 
of the arterioles produces muscle ischemia. It 
has been postulated that excessive concentra- 
tion of potassium in the muscle from ischemia 
or sustained contraction stimulates the chemo- 
receptors in the tissues. The noxious stimuli 
in the soft tissues of the neck reflexly produce 
an excitatory central effect which is carried 
through certain cranial nerves and thus pro- 
duce painful sensations in the face and fore- 
head. This may account for an occasional dif- 
fuse type of pain in myalgia of the head. One 
must differentiate this pain from one which 
arises in the cervical spine but refers pain to 
the head and face via the spinal root of the 
trigeminal nerve or through reflex stimulation 
via the sympathetics. 

Treatment. This condition is best treated 
by avoiding the underlying causes, such as 
physical agents and eliminating trigger mech- 
anisms. Since the release of histamine is an 
important factor in all physical allergies it 
might be considered worthwhile to consider 
hyposensitizations with this material. Atten- 
tion to contributing emotional factors is im- 
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portant. Medical treatment should include 
nicotinic acid and moist heat. Occasionally it 
is necessary to use the ergotamine-caffeine 
preparations. Electrical stimulation of the in- 
volved muscles has been recommended. 


Secondary Type. 

Incidence and Symptomatology. The sec- 
ondary type of tension headache is that which 
is associated with migraine, tension, allergic, 
or histaminic headache and is the less impor- 
tant part of the pattern, although it may out- 
last the original pain. This may confuse the 
picture, but when one is familiar with the 
modality of headache the causation of secon- 
dary pain is apparent. This pain characteris- 
tically is restricted to the occiput and back of 
the neck with radiation into the shoulder 
area. There may be tender nodular sites in the 
painful region. Only 1% of Blumenthal and 
Fuchs’!8 series had this type of headache 
which was placed in the non-vascular group. 

Pathogenesis. These headaches are generally 
due to sustained contraction of the posterior 
muscles of the head and neck. However, sec- 
ondary vascular changes, as described in pri- 
mary myalgia of the head, may also be present 
in this type of headache. The etiology in the 
primary type is based on physical allergy 
whereas in this secondary type it is due to a 
reflex reaction to the initial pain. The secon- 
dary headache results from either direct stim- 
ulation of the nerve endings or muscle is- 
chemia. There may be some disagreement 
about placing this type of headache in the 
vascular group. We believe, however, that it 
is seen so often in association with vascular 
headaches that it should be included here. 

Treatment. The secondary type of tension 
headaches are best treated by correction of the 
primary type of pain, but it also can be treat- 
ed with infiltration of procaine, analgesics, 
heat, massage, and neck traction, if indicated, 
as suggested by Blumenthal and Fuchs.'® In 
addition to routine analgesic agents, relaxants 
of voluntary muscle, such as zoxazolamine 
(Flexin), chlorzoxazone (Paraflex), and others, 
are most helpful in this type of headache. 


Tension Headache 


Incidence and Symptomatology. According 
to Blumenthal and Fuchs,!8 who studied 1,254 
cases of headache in their clinic, 540 (43.6%) 
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were found to be on a tension basis. These 
headaches are described as dull in character 
and more intense in the neck, shoulders, or 
occiput. They may be transmitted to the fron. 
tal region, bilaterally or unilaterally. Heredi. 
tary factors are generally not present, nor js 
any aura or gastrointestinal disturbance pres- 
ent. Some patients have described these head- 
aches as throbbing, although a dull pain will 
be present at other times, depending upon the 
intensity of the stimulating factors. Most peo- 
ple who are subject to tension headache 
usually are conscientious, do not know how to 
relax, and have the so-called “nervous person- 
ality.” Premenstrual or menstrual headaches 
are in this category. 


Pathogenesis. The primary tension is initi- 
ated by emotional upsets or any psychologic 
alteration which the patient considers detri- 
mental to himself. Under stress a discharge in 
the autonomic nervous system takes place with 
resultant vascular changes (vasospasm with 
secondary dilation) in the cranial blood ves. 
sels. The end organs for pain around the 
vessels are stimulated and create nerve impul- 
ses which pass along afferent pathways to the 
central nervous system via the upper cervical 
nerves producing pain in the head, neck and 
face.19 The other mechanisms as described 
under primary myalgia also play a role. 

Treatment. In treating the primary type of 
tension headache, psychotherapy affords the 
best method for symptomatic relief. Medical 
treatment includes the use of antihistamines, 
the ergot preparations, analgesics, chlorpro- 
mazine and other ataractic drugs. Nicotinic 
acid intravenously followed by oral adminis- 
tration often is helpful. Physical therapy con- 
sisting of heat and massage seems beneficial 
in some patients. 


Temporal Arteritis 


Incidence and Symptomatology. This is a 
relatively rare type of headache usually occur- 
ring in older people. There is a unilateral, 
severe, throbbing pain over the temporal 
artery with associated fever, malaise, anorexia, 
weight loss and tenderness and redness over 
the course of the artery. The sedimentation 
rate may be elevated. Palpation of the artery 
reveals thickening and even nodulation. 
Blindness frequently results unless treatment 
is started early. This diagnosis should be con- 
sidered in patients over 55 years of age who 
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have involvement of retina, ocular muscles or 
retrobulbar neuritis.?° 

Pathogenesis. An inflammatory reaction in 
the temporal artery, which shows microscopic- 
ally narrowing of the lumen, and thickening 
of the arterial wall with mononuclear infiltra- 
tion and large giant cells, is present. Intimal 
proliferation is another pathologic sign. The 
cause is unknown but it appears that it is re- 
lated to the so-called “collagen diseases,” such 
as polyarteritis nodosa and rheumatoid ar- 
thritis. The loss of vision is caused by acute 
ischemia of the optic nerve.?° 

Treatment. Infiltration with procaine over 
the temporal artery is sometimes helpful. In 
severe cases it frequently is necessary to re- 
move the artery surgically. The best medical 
treatment, however, is the use of corticos- 
teroids. These preparations are particularly 
helpful in preventing further visual loss. 


Mixed Headache 


In this group we have placed these head- 
aches which have a few of the characteristic 
symptoms of the previously described head- 
aches yet are not sufficiently characteristic to 
complete a single entity of headache. For ex- 
ample, many patients are seen with a mixture 
of what appears to be both migraine and his- 
taminic cephalalgia and require histamine de- 
sensitization before obtaining relief. There 
may be patients who have a mixture of so- 
called “frontal” or allergic headache, along 
with migraine-like and histaminic cephalalgia- 
like symptoms without having the typical syn- 
dromes of any of these. Yet they respond to 
combinations of allergic plus migraine, or 
allergic plus histaminic therapy. This mixed 
group may very well have been covered in the 
atypical migraine or atypical histamine head- 
ache classification, but since combinations of 
several types of headaches have been so com- 
mon, at least in our practice, we prefer to 
place these patients in this category. They 
eventually may be classified as a separate en- 
tity with a common etiology. Naturally, ten- 
sion headaches may be part of the picture as 
well as the secondary myalgic headache due to 
muscle spasm. It is these combinations of 
symptoms of pain which require clarification 
before an adequate diagnosis can be made 
and proper therapy instituted. The use of sub- 
lingual nitroglycerin and histamine as provoc- 
‘tive tests may be helpful in distinguishing 
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between migraine and histaminic cephalalgia. 
When both tests are positive it might indicate 
a mixed type of headache. 


Discussion 


Although one finds that the diagnosis and 
treatment of headache in the 7 tice of al- 
lergy is a difficult problem, certain well- 
known and well-defined symptom-complexes 
have been clarified both clinically and experi- 
mentally. When overlapping 0’ symptoms oc- 
curs, as is frequent, the allerg:.c should keep 
an open mind to all possibilities and attempt 
to determine the specific cause and type of 
headache. It is wise to have some sort of classi- 
fication in mind, so one can think properly 
relative to symptomatology, etiology, patho- 
genesis and treatment. Attempts at localizing 
anatomic vascular mechanisms, as related to 
symptoms, should be continued so that future 
classification will be made more exact as our 
knowledge of the mechanisms increases. The 
classification presented in this paper is simple 
and restricted primarily for the allergist, be- 
cause he eliminates the hypertensive, neuro- 
logic and other nonallergic forms of head- 
aches from his practice. 

Migraine headaches have been thought for 
sometime to occur in certain constitutionally 
susceptible people, such as those with the 
“perfectionist personality.” This generally is 
true but it is not the sine qua non of the pat- 
tern. One does not always see the migraine 
personality trait so often described in these 
patients.1® Therapy to calm these patients is 
frequently helpful. Psychotherapy combined 
with tranquilizers is the popular method of 
doing this. Rauwolfia preparations are inef- 
fective in migraine but may be helpful in ten- 
sion headache.!® Experience with the ergota- 
mine-caffeine preparations has been good but 
there are still many objections to them. The 
extreme nausea produced, even with added 
antinausea agents, leaves much to be desired. 
The suppository form is very helpful when 
the patient cannot retain oral medication, but 
even this is objectionable to some because of 
hemorrhoids and because of the “idea” of 
using a rectally administered medication. One 
can just imagine how the “perfectionist” per- 
sonality, if there is such a thing, feels about 
the anal approach to this or any other disease. 
Perhaps our experience has been limited to 
some of the exclusive 15% who do not re- 
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spond well to these drugs. Hormonal therapy 
for this disease has been effective in selected 
cases. The combined use of estrogens and pro- 
gesterone seems a logical approach to the 
treatment of the headaches which occur in 
women during or in association with men- 
struation. Testosterone is another hormonal 
agent which has been useful especially in 
women. Allergy therapy often is specific or 
adjunctive in the treatment of migraine. The 
elimination of specific food offenders and in- 
halant allergens with hyposensitization to the 
latter, are important in the treatment of 
this disease and should be utilized equally 
with the psychologic, hormonal and medical 
aspects. 

Histaminic cephalalgia is rare but has rather 
typical symptoms which differentiate it from 
migraine (Table 3). We have been struck 
with the incidence of associated nasal allergy 
with this type of headache. This may not be 
significant because our practice is limited to 
allergy and we probably are seeing selected 
cases. Horton!? does not mention this associa- 
tion. The treatment of histaminic cephalalgia 
is gratifying in general when histamine hypo- 
sensitization is used as described earlier. 
Treatment should be continued in the form 
of “boosters” at 2, 3 or 4 week intervals in- 
dividually determined in each case. Combined 
allergic hyposensitization and antihistamines 
are not only useful but essential in our exper- 
ience, in the proper management of these 
patients. 


The classification of so-called allergic head- 
aches as a separate group was done because 
these headaches are seen more frequently by 
the allergist than any of the previously de- 
scribed headaches. They are best managed by 
routine allergy therapy and should not be too 
much of a problem unless complicated by 
other head pains, such as tension headaches 
and associated secondary muscle spasm. The 
frontal headache and generalized headache 
discussed here are of allergic origin but the 
“shock tissue” is located in different parts of 
the head. The frontal pattern is probably as- 
sociated with changes in the ostia of the sinu- 
ses as well as the blood vessels supplying spe- 
cial areas, whereas the generalized headache is 
associated with more widespread intracranial 
vascular pathology. 


Primary myalgia of the head is seen very 
rarely and is a manifestation of physical al- 


A REVIEW OF THE HEADACHE PROBLEM IN ALLERGY—Mayer and Kaufmann 1505 


lergy. The secondary type is associated with 
other primary headaches. Tension headaches 
are seen often in psychologically or emotion- 
ally disturbed people. This is not a problem 
for the allergist unless there is an existing 
associated allergic process. Psychotherapy with 
symptomatic medication is the best approach 
toward helping these people. 

Temporal arteritis, which is believed to be 
one of the “collagen diseases” and in some 
manner related to a delayed type of hyper- 
sensitivity is probably of bacterial type. One 
must be wary of this disease because the de- 
velopment of blindness is part of the picture. 
Aggressive therapy by infiltration with pro- 
caine, surgical excision or use of cortico- 
steroids should be initiated early in order to 
prevent the loss of vision. 

The mixed headache has been set aside as a 
separate group because several different types 
of headache or overlay of symptoms have been 
found in the same individual. These cases re- 
quire combined therapy, such as histamine 
plus hyposensitization, or the latter with the 
treatment for migraine, and other accepted 
methods of treatment. 


Summary 


A review has been given of the more com- 
mon types of vascular headaches which are 
seen in the practice of allergy. All the non- 
allergic causes of headache, such as hyperten- 
sion, tumors, trauma, etc., have been omitted 
from this paper. 

The etiology, incidence and symptomatology 
of migraine, histaminic cephalalgia, allergic 
headaches, myalgia of the head, tension head- 
aches, temporal arteritis and mixed headaches 
have been discussed. A classification of vascu- 
lar headache as seen by the practicing aller- 
gist has been proposed, which in some small 
way we hope will help to clarify this complex 
problem. The allergist should keep an open 
mind about these and other classifications of 
headache but should attempt to categorize 
them accurately to best diagnose and specific- 
ally treat the patient. 
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Discussion (Abstract) 


Dr. Marvin Fuchs, Washington, D. C. I wish to 
thank you for the opportunity to discuss this very 
fine presentation on vascular headaches from the 
viewpoint of the practicing allergist. 

We are particularly pleased that the authors chose 
to make widespread application of the method of 
“mechanism of action” which has proved so helpful in 
analysis of headaches. The evaluation of pain-sensitive 
structures in the head, and the effect of vasoconstric- 
tion and vasospasm as it relates to headache has been 
responsible for the progress made in the past 20 years 
in the therapy of headaches. As has been suggested by 
the authors, I believe that the next 2 decades will 
bring further benefits in the treatment of headache by 
the application of biochemical and enzymatic investi- 
gation into the mechanisms of allergic disorders in 
general, and in particular as applied to the problem 
of headaches. 

I would possibly take small exception to the authors 
in the inclusion of myalgia of the head as one of the 
vascular types of head pain. We have been accustomed 
to calling this type “muscle tension” headache as op- 
posed to tension headaches, the difference being the 
relatively small part played by the vascular mechanism 
in the myalgic type of head pain. I would also take 
exception to the use of the term “physical allergy” to 
explain the effect of cold, drafts, atmospheric pressure, 
humidity and temperature changes as the causative 
factors on a purely allergic basis. I feel it would be 
quite difficult to demonstrate the presence of circulat- 
ing antibody in such patients by the accepted methods 
of skin or application tests or passive transfer tests, as 
has been done in the case of cold urticaria by Sher- 
man and associates. 
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It is unfortunate that the authors have had some. 
thing less than perfect results with Cafergot, Migral 
and Wigraine suppositories. Our continued use of the 
anal approach in ergot therapy has convinced us of 
the benefit of this method. We are particularly anxious 
to use this in patients in whom nausea and vomiting 
make oral administration either impossible or unpre. 
dictable on a basis of incomplete absorption. Cafergot 
suppositories are particularly appreciated by the pa- 
tient who wishes to be able to be self-reliant in the 
treatment of his headaches, and by the doctor who 
likes to have reliable medication that can be self. 
administered, rather than frequent home calls for the 
purpose of giving hypodermic injections. 

I should like to introduce some interesting results 
of our most recent studies in the prophylaxis of vascu- 
lar and related headaches. Two forces prompted this 
study. The first has been our long use of nicotinic 
acid in the prevention of vascular headaches. Results, 
unfortunately, have heretofore been inconclusive. Sec. 
ond, we were impressed with the seeming beneficial 
results reported with the combination of nicotinic acid 
and meclizine, prepared as Antivert, in the prevention 
of a variety of conditions producing vertigo. This lat- 
ter symptom has always been treated in our clinic as 
one closely related to headache, especially in regards 
to its mechanism of action. 


Accordingly, patients seen at the Headache Clinic 
were classified as to the mechanism of action of head 
pain, and placed on varying dosages of Antivert. Dos- 
ages varied between 3 and 8 tablets a day, the duration 
of taking this medication has been from 3 weeks to 14 
months in our longest-studied patients. Criteria for 
evaluation response were similar to those reported in 
previous publications. By satisfactory response, we 
mean patients who have had a significant reduction 
in the frequency of headaches, at least a 60% decrease 
in the severity of the headaches and a concomitant 
decrease in the amount of medication required for 
head pain; unsatisfactory response is one failing to 
satisfy the above criteria. 

It quickly became evident that this method of treat- 
ment was by and large unsuited for the more frequent 
causes of headache. Accordingly, of 11 patients with 
migraine tested, 3 reported satisfactory results, and 8 
could not attribute any benefit to the new therapy 
introduced. The results in tension headache, if any- 
thing, were even more disappointing. Of 26 patients 
studied, 6 reported satisfactory improvement, whereas 
20 of the series showed no benefit. 

Next in category of headaches were those not clearly 
fitting in the above description of headaches, which 
we have called unclassified vascular headaches. Here 
the results were considerably improved. Of 16 patients 
in this category, 12 reported substantial improvement, 
whereas 4 were in no way benefited. Of further inter- 
est is a breakdown of these statistics according to ages. 
In the age group of 40 to 60, 4 out of 6 patients were 
benefited, as were patients in the 60 to 70 group, 
whereas all patients over 70 years (4 in this group) 
reported substantial improvement in their symptoms. 
These latter results I interpret as indicating a signifi- 
cant element of organic vascular disease, with hypet- 
tension and arteriosclerosis being the major contribut- 
ing factors. 
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In the next category were 15 patients who had head- 
ache combined with nasal obstruction and drainage as 
well as facial pain. It is therefore of interest to report 
that 13 of the 15 patients in this category reported 
benefit by the criteria used above. 

Finally, we studied a group of patients who had 
symptoms of both headache and vertigo. These pa- 
tients fit into a variety of categories above. Accord- 
ingly, of 16 such patients studied, 8 reported relief of 
both headache and vertigo, 6 patients reported im- 


provement in the vertigo alone but not the headache, 
whereas 2 patients received no benefit from this ther- 
apy in either headache or vertigo. 


In summary, therefore, it is apparent that this 
method of treatment offers considerable promise in 
the prevention of headache associated with nasal con- 
gestion, nasal allergy and acute sinusitis. Likewise, it is 
of promise in the treatment of headaches in the elderly 
individual, as well as in those individuals who have 
the combined symptoms of headache and vertigo. 
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You, Your Patients and Radioactive 


Fallout’ 


SHIELDS WARREN, M.D.,f Boston, Mass. 


The matter considered here is a topic under constant discussion by scientists all over the world. 
It is of vital importance to all interested in the biologic sciences, including medicine. 
Intelligent laymen are querying their doctors. This is a field in which the 


physician should acquire some knowledge. 


THE views I EXPRESS TODAY are my own, and 
not necessarily those of my colleagues on the 
National Committee for Radiation Protection 
and the United Nations Scientific Committee 
on Effects of Atomic Radiation. 

At no time in the history of the world have 
we seen as many persons affected by a scienti- 
fic advance as in the case of atomic energy. 
Radioactive fallout—the ashes of the atomic 
energy reaction—has worldwide distribution. 
Patagonians, Swedes, Turks, Americans, all 
people share in exposure to this new, though 
slight, radioactivity. Fortunately, facts about 
it are available in profusion. Unfortunately, 
interpretation of those facts has led to con- 
fusion. 

Man has been exposed to natural back- 
ground radiation since his origin. Almost 
every scientist agrees that additional ionizing 
radiation is to be avoided unless used for a 
specific purpose, as in the tremendously valu- 
able diagnostic x-ray procedures or in the 
helpful field of therapy of tumors. Uncon- 
trolled exposure to ionizing radiation is not 
useful and, in a sufficient degree, harmful. 
One reason for the controversy about fallout 
is that the full effects of radiation even in 
therapeutic amounts may be long in becoming 
apparent, and may even appear through in- 
duced mutations generations later. There is 
further confusion because the basic mecha- 
nisms of the biologic effects of radiation are 
not clearly understood. 


Within the ranges of radiation commonly 
used experimentally, from 100 to 500 r., there 
is a rough linear relationship between dose 


*Read before the Thirteenth Annual Southwest -— 
Cancer Conference, Fort Worth, Tex., September 20, 1959. 


+From the Department of Pathology, Harvard Medical 
School, Boston, Mass. 


and somatic effect. Above 500 r., the effect 
curve tends to flatten out, largely due to the 
serious injurious effects of radiation of the 
whole body at the upper levels of dosage. At 
the lower part of the curve, below 100 r., we 
have relatively little data. There is some evi- 
dence there may be in certain aspects a linear 
effect down to as low as 25 r. 


Recovery to some degree follows somatic 
radiation; by contrast, the genetic damage is 
cumulative and shows a linear relation to 
dose. There is evidence that even in the ge- 
netic field this linearity does not hold con- 
stant at low rates of radiation. Studies at low 
levels of radiation are very difficult because 
the effects to be measured are frequently but 
little larger than natural variations in the con- 
trols. For example, in several experiments, 
rodents live longer than the controls after 
receiving a dose of about 100 r. of radiation. 
Yet no one would claim in light of other evi- 
dence that radiation adds to length of life. In 
fact, we have some evidence that even small 
doses of radiation when large in the aggregate 
may shorten life. For example, there is evi- 
dence, as yet unconfirmed, that radiologists in 
the United States die somewhat younger than 
other medical specialists. On the other hand, 
studies in Great Britain, where since 1921 
great care has been taken by radiologists to 
protect themselves against excessive radiation, 
have not shown evidence of increased mor- 
tality. 

With these difficulties which thousands of 
scientists all across the world are struggling to 
resolve, we still have not got definite answers 
as to the effects, if any, of the radioactive 
fallout such as occurs here in Fort Worth and 
in all other areas of the globe away from 
weapons test sites and atomic plants. 
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Fortunately, we have time to answer this 
question. Not only are the nations striving for 
contro! of atomic weapons and of atomic tests, 
but also radiation levels due to fallout are so 
low that we would not be aware of them did 
we not have very delicate instruments for de- 
tection. Radioactive fallout adds only a frac- 
tion to the average natural background radia- 
tion to which the human race has been ex- 
posed since its inception. 

Much of the discussion is due to disagree- 
ment as to whether or not the effect is linear; 
in other words, does one-tenth of the dose 
have one-tenth of the effect? Within certain 
dose ranges and with certain test objects this 
holds, but not as a general rule. We know 
that one-tenth of an effective dose of digitalis 
does not slow the heart rate one-tenth. In 
general, effects and dose have an S-curve re- 
lationship, and so we have an effective thres- 
hold, below which changes, if any, can be de- 
tected only with great difficulty. 

One of the best known effects of radiation 
is the production of cancer, particularly leu- 
kemia. Among the most heavily irradiated of 
the Japanese survivors of Hiroshima and Nag- 
asaki, 3°, have developed leukemia. We recall 
the skin cancers that developed on the ex- 
posed hands of some of the early radiologists. 

Texas properly should be interested in 
radioactivity because it was at the University 
of Texas that Muller demonstrated the effect 
of ionizing radiation (in large doses to be 
sure) in producing genetic mutations. Like- 
wise, Texas, as the second largest state in the 
Union, has huge areas to receive radioactive 
fallout. 

Now there are several kinds of radioactive 
fallout: 

(1) The type that most people are talking 
about and underlies the shouting and argu- 
ment is largely stratospheric. That is, the ashes 
in an atomic test explosion are pushed by the 
force of the explosion up into the stratosphere 
and widely distributed by the turbulent stra- 
tospheric winds. The radioactive particles, 
mostly half a micron or less in diameter, grad- 
ually settle over several years to the tropos- 
phere and thence settle very slowly by grav- 
ity, more rapidly by entrapment in raindrops 
or snowflakes, to the earth’s surface. By this 
time most of the short-lived radioisotopes have 
disappeared and the longer-lived such as ce- 
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sium with its 5.7 year and strontium with its 
30 year half life are the substances of major 
importance. 

(2) Not all of the material, particularly the 
coarser particles, is carried up into the stratos- 
phere. Some particles, if mixed with debris 
from the earth at the time of the explosion, 
fall out locally as radioactive material incor- 
porated with or plated on earth or other ma- 
terial dislodged by the explosion. Some of the 
particles are visible to the naked eye. The 
Japanese fishermen caught in the local fallout 
at the 1954 tests at Eniwetok could clearly see 
brown snow-like particles falling. 

(3) In smaller explosions much of the debris 
does not reach the stratosphere but is held in 
the troposphere a month or more. The finer 
of these low-level particles may be distributed 
by the lower atmospheric winds for a con- 
siderable distance and then rained out or 
snowed out giving local and usually transient 
increases of radioactivity (not dangerous), 
such as have occurred near Chicago or Ro- 
chester, New York. 

Radioactive waste from an accident to an 
atomic plant is chiefly of local importance. 
For example, in the Windscale accident at 
the British atomic plant, radioactive iodine 
escaped in troublesome concentrations near 
the plant and indetectable but harmless con- 
centrations across much of Europe. Fortu- 
nately, no one was injured. 

Probably every air-breathing creature now 
has within its lungs a trace (too slight to be 
harmful) of strontium-90, one of the longer 
lived radioactive ashes of atomic explosions. 
Another important element in radioactive 
fallout is cesium-137, a material with a half- 
life of 5.7 years and which can, because of its 
gamma radiation, effect man from without, 
whereas effect from strontium-90, if any, is 
exerted within the body. 

Because of the sites of atomic test explosions 
to date and the atmospheric relationships of 
the stratosphere and the troposphere, the soil 
levels of radioactive fallout are greater be- 
tween 60° and 30° of north latitude than 
elsewhere. It is probable that about 5 years 
from now the soil levels of strontium-90 will 
be about twice as great as they are at the 
present time. The actual radiation contri- 
buted by world-wide fallout is about one- 
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twentieth of the natural background dose to 
bone marrow, about one-sixtieth of the genet- 
ically significant backgrouna dose. 

Why be concerned, one might ask, about 
these very small fractions of background 
radiation. As the atomic age progresses, there 
will be, in spite of all precautions, a steady 
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though slight increase in the background 
radiation because of the radioactive waste 
products from even controlled atomic reac. 
tions, such as those involved in the produc. 
tion of electric power. These levels again will 
be so low as to have only minor significance 
but, nonetheless, call for careful control. 
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Chondrosarcoma 


BENJAMIN E. GREENBERG, M.D.,t Memphis, Tenn. 


The diagnostic and therapeutic implications of this relatively rare tumor are reviewed. 


Introduction 


PRIMARY BONE TUMORS excite the interest of a 
hospital staff because of their infrequent oc- 
currence. At the Scott and White Clinic, 
Texas, only 33 cases of primary bone sarcoma 
excluding myeloma were seen in 31 years. 
Gilmer and MacEwen? found 227 tumors in 
25 years in the Campbell Clinic and Univer- 
sity of Tennessee Medical Units, about 9 cases 
annually. The Mayo Clinic experience showed 
2 primary malignant bone tumors for each 
4,000 admissions for an average of 17 cases 
annually.* At Kennedy Veterans Administra- 
tion Hospital, Memphis, while detailed statis- 
tics are not yet available, the total number of 
primary bone tumors in 13 years would not 
exceed 75 cases including 40 cases of multiple 
myeloma. This represents about 6 cases annu- 
ally, or 2 cases for each 4,000 admissions. It 
was such thinly dispersed nation-wide experi- 
ence with bone sarcomas that led Codman, 
in 1920, along with Ewing and Bloodgood to 
set up the Registry of Bone Sarcoma. 

When one considers a specific type of bone 
sarcoma the number of cases at any one insti- 
tution becomes quite meager. Chondrosarco- 
ma represents 7 to 13°) of large series of bone 
sarcomas. It is the most common primary 
bone tumor in patients over age 35 exclusive 
of myeloma. At Kennedy VA Hospital we 
have encountered 13 cases which represents 
our largest group of primary bone sarcomas 
except for multiple myeloma. 


Classification 


The first bone tumor classification devel- 
oped by the Bone Sarcoma Registry in 1928 
included chondrosarcoma in the osteogenic 
sarcomas. Phemister, with the support of 
Ewing, urged a separate category for chondro- 
sarcoma because of its slower clinical evolu- 
tion and better prognosis. This change was 


+From the Radiology Service, V 
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reflected in the revised Registry Classification 
of 1939.5 Useful for many years, this classifica- 
tion is now outmoded. A classification of bone 
sarcomas which is currently popular is that of 
Lichtenstein’s.6 He continues the separate 
status of chondrosarcoma. Some eminent au- 
thorities, such as Luck, Budd and McDonald, 
still consider chondrosarcoma as part of osteo- 
genic sarcoma.’ A film released by The Amer- 
ican Cancer Society in 1957 with a commen- 
tary by Coley, Higginbotham and Carroll§ 
does likewise. 

Chondrosarcoma is described as central or 
peripheral to indicate the anatomic location 
of the tumor with relation to the involved 
bone. Each of these groups are further sub- 
divided into two types designated as primary 
or secondary to a pre-existing benign osteo- 
cartilaginous tumor. A central lesion in the 
long bones may cause expansion followed 
later by invasion of soft tissue. Tumors arising 
in the flat bones, such as the innominate or 
ribs, are probably of central origin, but usual- 
ly the tumor when studied pathologically is of 
such size that this cannot be proven. In a case 
of peripheral chondrosarcoma it is generally 
not possible to determine whether it arose 
from a solitary osteochondroma, but when 
multiple osteochondromas are present this as- 
sumption may reasonably be made. The most 
common sites for peripheral chondrosarcoma 
are about the pelvic and shoulder girdles. 
Considerable disagreement exists as to what 
constitutes primary chondrosarcoma. Cope- 
land limits the term to the fulminating type 
which closely resembles osteogenic sarcoma 
both radiographically and clinically. However, 
Dahlin® considers primary chondrosarcoma as 
having a protracted clinical evolution similar 
to the secondary types. In 90°, of his 218 cases 
of chondrosarcoma he considered them  pri- 
mary, undoubtedly because malignant change 
of a chondroma in his opinion is very unusual. 
There is no histologic difference between pri- 
mary and secondary chondrosarcomas. 
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Pathology 


The basic pathology of chondrosarcoma 
consists of actively proliferating cartilage in 
various stages of differentiation and which 
can go on to calcification and ossification.?° 
Portions of the tumor may degenerate and 
undergo myxomatous changes. In osteogenic 
sarcoma the sarcomatous tissue is bone-form- 
ing mesenchyma, more primitive than carti- 
lage, which produces an osteoid matrix and 
bone directly with little formation of carti- 
lage. In an occasional case an abundance of 
this neoplastic cartilage may be seen. This 
form has been called chondroblastic osteo- 
genic sarcoma and considered by some as pri- 
mary chondrosarcoma, but its clinical course 
is identical with osteogenic sarcoma.'! Such 
confusing terms as chondro-osteosarcoma and 
osteo-chondrosarcoma really designates osteo- 
genic sarcoma. As has been stated, calcification 
and bone in chondrosarcoma may be part of 
the aging of the tumor but equally important 
it may have been present during the benign 
existence of a chondroma or osteochondroma 
which subsequently had undergone malignant 
transformation. Dahlin® states that without 
question chondrosarcoma is the most difficult 
of the bone sarcomas to diagnose from the 
standpoint of the pathologist. It is not un- 
usual for the pathologist to consider a carti- 
lage tumor benign and for the patient to sub- 
sequently develop metastasis. Jaffee and Licht- 
enstein have emphasized 3 histologic features 
which have considerably aided the pathologist 
in recognizing the malignant potential of a 
chondromatous lesion. These, briefiy, consist 
of, (1) the presence of many cells with plump 
nuclei, (2) significant numbers of such cells 
with double nuclei, and (3) giant cartilage 
cells with single or multiple nuclei. 


Clinical Considerations 

A rare aggressive type of primary chondro- 
sarcoma occurring in children and young 
adults has already been mentioned. It is most 
frequent about the knee and upper humerus 
and closely resembles osteogenic sarcoma clin- 
ically, radiographically and histologically ex- 
cept for the presence of abundant cartilage. 
This condition satisfies the description of 
chondroblastic osteogenic sarcoma. Metastasis 
occurs early and the prognosis is poor. This 
type of chondrosarcoma was not encountered 
in our series. Chondromas and osteochon- 
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dromas are congenital, or develop soon after 
birth. While benign they may grow during 
childhood and early adolescence, usually ceas. 
ing growth at about the age of 20 when skele. 
tal growth stops. The more characteristic form 
of chondrosarcoma seldom appears before age 
30, the peak incidence being between 40 and 
45 years of age. It has a predilection for the 
regions of the shoulder, pelvis and to a lesser 
extent long bones. Metastasis is infrequent 
and late, usually by way of the veins to the 
lungs and less commonly to regional lymph 
nodes. These tumors are slow growing over 
many years, sometimes a decade or two. The 
onset of malignant change of a benign carti- 
lage tumor may be heralded by the appear. 
ance of pain or a change in the character of 
pain due to tumor invasion. In half the cases 
there is a history of trauma. If a curettage has 
been done recurrence is very likely to take 
place. Repeated curettages increase the degree 
of malignancy in about 10°% of recurrent 
chondrosarcomas,® but this is not proof of 
malignant evolution of a benign lesion. Stud- 
ies have now shown that the malignant fea- 
tures were present from the onset although 
unrecognized or that the initial biopsy speci- 
men was not representative of the lesion. 


Radiologic Features 


The diagnosis of a chondromatous tumor 
when calcification in a radiolucent mass is 
present is easily made. The presence of a 
malignant component is more difficult to as- 
sess. OF assistance is the location of such a 
tumor in a site of predilection such as the 
pelvic girdle, shoulder girdle or rib. Cartilagi- 
nous tumors closest to the body axis are most 
likely to be malignant. Osteochondromas 
showing accelerated growth after age 20, or 
those over 8 cm. in size, also are highly sus- 
pect. Conversely, cartilage tumor of the bones 
of the hands and feet are almost certainly be- 
nign. In a long bone central calcification 
along with cortical erosion may indicate a 
malignant cartilaginous tumor. 

Differential diagnosis radiographically is at 
times difficult from the following conditions: 
osteogenic sarcoma, bone infarct, giant cell 
tumor, justa-cortical osteogenic sarcoma, OF 
Ewing’s tumor. Chondrosarcoma may resem- 
ble these conditions and conversely these enti- 
ties may occasionally resemble chondrosar: 
coma. 
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Case Reports 


Of the 13 cases of chondrosarcoma encoun- 
tered at Kennedy Veterans Administration 
Hospital over a 13 year period, 4 cases oc- 
curred in the long bones, 3 cases in the scap- 
ula, 3 cases in the vertebra, and one case each 
in the pelvis, rib and sternum. The sites of 
occurrence of the tumor will be briefly dis- 
cussed and illustrative cases presented. 

Central chondrosarcoma is most frequent in 
the long tubular bones, especially the femur, 
humerus and tibia. Of the 4 cases involving 
the long bones, 3 were in the femur and one 
in the humerus. 

Case 1. (Chondrosarcoma of right femur) H. A. C.. 
a 66 year old white man suffered a pathologic fracture 
through a cystic area in the proximal end of the right 
femur 3 years prior to admission, while lifting a heavy 
object. A biopsy was reported as benign chondroma 
and an intertrochanteric fixation appliance introduced. 
Pain persisted and the cystic areas increased to the 
point of imminent fracture (Fig. 1). A biopsy was now 
reported as chondrosarcoma. A quarterectomy was done 


(Case 1) (A) Extensive cystic changes in femur 3 years after 


pean of pathologic fracture and introduction of fixation 
= (B) Split amputated specimen shows tumor ex- 
tending through cortex invading surrounding soft tissue. 
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(Case 2) (A) Medullary calcifications i 1951 resembling bone 
infarct. (B) Increased calcification in 1959. 


following intensive irradiation. The surgical specimen 
showed the tumor had extended through the cortex 
into the adjacent soft tissues. 

Case 2. (Chondrosarcoma of humerus) H. L. W., a 
39 year old white man, first seen in 1950 with pain in 
the right shoulder, as well as other complaints attrib- 
uted to an injury in 1943 while in the Service. Film of 
the right shoulder showed medullary calcification at- 
tributed to bone infarct (Fig. 2). In 1959 the calcifica- 
tion had progressed and chondrosarcoma was suspect- 
cd. Biopsy confirming the diagnosis of chondrosarcoma 
was followed by disarticulation. Study of the amputat- 
ed specimen showed cortical invasion by tumor. 

The pelvis and ribs accounted for 25° of 
the cases reported by Dahlin.® Pelvic chondro- 
sarcomas frequently fail to show calcification 
and are therefore difficult to diagnose. Tuber- 
culosis or other infections may be simulated.1* 
Chondrosarcoma is the most frequent primary 
malignant tumor involving the ribs.!* 

Case 3. (Chondrosarcoma of the pelvis) H. R. P., 
a 53 year old white man was admitted with history of 
“arthritis” for 5 years. Examination revealed a large 
tender mass in the right lower quadrant. The mass 
displaced the bladder and showed small foci of calcifi- 
cation within the mass (Fig. 3). The mass increased in 
size and became more painful over the following 6 
months. The patient died without definitive therapy. 
Autopsy revealed a huge mass occupying the inner wall 
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(Case 3) Large mass occupying the right half of the pelvis 
displacing the contrast filled bladder. Small foci of calcifica- 
tion could be identified on the original radiograph. 


of the acetabulum and adjacent ilium, pubis and 
ischium. Microscopic examination reported chondro- 
sarcoma. 

Case 4. (Chondrosarcoma of rib—not illustrated) 
E. L. A., a 36 year old white man with a mass in the 
left upper quadrant for 2 years. Radiography demon- 
strated a mass arising from the left 10th costochondral 
area with central calcification. Pathologic report after 


FIG, 4 


(Case 5) Huge mass with mottled calcified foci arising from 
the scapula and interposed between it and chest wall. 
Erosions of adjacent ribs are present. 
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resection was benign chondroma. It recurred a year 
later. After a second excision, chondrosarcoma was re- 
ported on histologic study. After a second recurrence 
the patient died. He survived 3 years after the initial 
operation, 

Chondrosarcoma is the most frequent malig- 
nant tumor of the scapula." 


Case 5. (Chondrosarcoma of scapula) S$. W., was a 
60 year old colored man with an enlarging mass in the 
right axilla for 3 years. Radiograph of right shoulder 
demonstrates a huge mass with calcification ard arising 
from the scapula with adjacent erosion of ribs (Fig. 4). 
The lungs revealed metastatic nodules. He expired 
suddenly. Autopsy revealed a football-size mass at- 
tached to scapula and ribs and metastasis to lungs. 
The diagnosis was chondrosarcoma of the scapula with 
direct extension to the chest wall and metastasis to the 
lung. 

Cartilage tumors involving the vertebra are 
very uncommon. There have been only a few 
reported cases of chondrosarcoma arising from 
vertebra. 

Case 6. (Chondiosarcoma of vertebra) J. W., was 
a 27 year old white man who had thoracic pain for 4 
months beginning several days after lifting a tree. Past 
history included a motorcycle accident and a fall from 
a roof. Radiograph of the spine revealed a compressed 
fracture of T-5 with a paravertebral mass density at 
first attributed to old injury. After 5 months of obser- 
vation the compression increased (Fig. 5). A  myelo- 


FIG. 5 


(Case 6) Marked wedging of T-5 with increase in bone den- 
sity. A paravertebral mass was noted in the anteroposterior 
projection. 
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gram demonstrated complete block. Biopsy was report- 
ed as chondrosarcoma, and he received radiation ther- 
apy. After 2 years there was progressive enlargement 
of the mass and further vertebral destruction. A large 
cervical mass also developed which on biopsy proved 
to be chondrosarcoma. 

The sternum is an infrequent site for chon- 
drosarcoma. Dahlin® had only 5 cases. Our 
case was initially reported as osteochondroma. 
A review of the slides 10 years after operation 
without recurrence was considered as osteo- 
chondroma or low-grade chondrosarcoma. 


Treatment and Prognosis 

Because of the frequency of recurrence, 
treatment must be more aggressive from the 
onset to insure complete removal, local resec- 
tion if possible, quarterectomy if needed. 
Curettage is inadequate. Because of the pro- 
tracted course of this disease, 5 year cures are 
insufficient to evaluate results. However, the 
recent reports on small series of cases have 
ranged from 20 to 35%, particularly when 
quarterectomy was used.® 

Radiation therapy as a palliative procedure 
in inoperable cases has produced relief of pain 
and regression of the tumor in many instances. 
The use of intensive irradiation prior to oper- 
ation is used occasionally but has not been 
fully evaluated. 


Summary 
1. The low incidence of primary bone 
tumors in any one institution is emphasized 
by a collection of only 13 cases of chondrosar- 
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coma in 13 years at the VA Hospital in 
Memphis. 

2. The status of chondrosarcoma in classifi- 
cations of bone tumor is presented along with 
clinical, pathologic and radiographic consid- 
erations. 

3. A few illustrative cases are briefly docu- 
mented to demonstrate the diagnostic diffi- 
culties. 

4. While treatment is primarily surgical this 
must be more definitive than curettage. If a 
surgical approach is not feasible the use of 
adequate radiation therapy should be con- 
sidered. 
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Misleading Shadows on Chest Films 
OWEN W. DOYLE, M.D., Greensboro, N. C. 


THE PURPOSE OF THIS PAPER is to consider FIG. 3 
some of the densities seen on chest films 
which are not always amenable to surgery. 
Now that pulmonary lesions are being  re- 
moved rather than observed with serial films 


FIG. 1 


A 45 vear old white man spent 2 years in a_ tuberculosis 
sanitarium beginning in 1945. For 2 months he had a per- 
sistent cough. (A) Shows a 2 cm. density in the right first 
anterior interspace superimposed on old calcific tuberculous 
scarring. In keeping with the policy of confirming every 
significant lesion either on the lateral or with stereoscopic 
films, (B) was taken. The old scarring remains in the right 
upper chest but the density in the right first anterior inter- 
space is no longer present. 


1A 1B 


it is more than ever expedient to rule out 
A 61 vear old white woman was examined because of a 


chronic cough and weight loss. A chest film (A) revealed extraneous and nonsurgical defects. 
a 2 cm. soft lesion in the left third anterior interspace. This 
density could not be located on the lateral film so stereo- 


scopic films were taken. (B) Shows one of the stereoscopic 
films taken the same day. The lesion is no longer present. FIG. 4 
FIG. 2 


An 18 year old white girl was examined after her college 
roommate was found to have active pulmonary tubercu- 
losis. (A) Shows a 2.5 cm. density in the right third an- 


A 33 year old white man had a seminoma of the testicle 
removed 6 months prior to film (A) which shows a 4 cm. 


oval density in the left upper lung. The lesion could not ‘ : 7 
be found on the lateral eo so stereoscopic films were terior interspace; (B) a stereoscopic film on the same day 
taken the same day. (B) Failed to show the lesion. failed to reproduce the density. 
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FIG. 5 


A 60 vear old white woman had a bilateral mastectomy 18 years 


of the right breast. The surgeon left the nipples in place. (A) 
scopic films revealed this density to be outside the chest. In (B) 
the nipples and obliterated the suspected density. 


Artifacts 


The usual processing artifacts or static 
marks are easily recognized and will not be 
considered here. The hair braid with its coiled 
density over the apex is also well-known. 

The most misleading type of artifact is the 
linear or coin density that has all the ear- 
marks of a significant pulmonary lesion with- 
out any of the telltale signs of artifact. Fig- 
ures 1, 2, 3, and 4 show four instances of 
significant looking densities which could not 


previously for carcinoma of the left breast and cystic mastitis 
Shows a density medial to the left nipple shadow. Stereo- 
the patient elevated the skin and remaining soft tissue about 


be localized on the lateral films. Stereoscopic 
films taken the same day failed to reproduce 
the artifacts. Cassettes and screens were elimi- 
nated as the cause of these defects. If this 
type of lesion is definitely localized in two 
planes or on stereoscopic films, unfortunate 
mistakes will be avoided. 


Soft Tissue Shadows 


Overlying soft tissue densities on or beneath 
the skin can simulate pulmonary lesions. 
Moles, warts, fibromas, lipomas, and cysts tend 


FIG. 6 


6A 


6B 


) and (B) show two different patients with amputations of the right arm. In (A) a pleural tumor was suggested on a 
Yo mm. chest survey. On each film the stump projects over the right chest. 
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FIG. 7 


7 


A 67 vear old white farmer was asymptomatic. A “coin 
lesion’’ was found in the right lower chest. Stereoscopic 
films localized the density to the inner margin of the 10th 
posterior rib. Pathologic examination of the surgical speci- 
men revealed a healed fracture of the rib. 


to contuse the diagnosis and suggest a pulmo- 
nary tumor. Figures 5 and 6 show two of the 
less common soft tissue densities that could 
be mistaken for a pulmonary lesion. Soft tis- 
sue masses associated with the meninges are 
usually so evident clinically that diagnosis is 
seldom a problem. 


Intrathoracic Densities 


Once it has been established that the lesion 
is within the chest, it is difficult to advise 
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FIG. 8 


8 


A 46 vear old white woman with a past history of phlebitis 
with pulmonary infarction 4 months previously was ad- 
mitted with epigastric pain. She noted a sensation of “food 
boiling up into her chest’ for the past 2 months. X-ray 
study of the upper gastrointestinal tract showed a sliding 
hiatus hernia. Chest x-ray showed a 4 cm. pleural density 
in the left lower lateral chest. Planigrams and _ stereoscopic 
films confirmed this pleural density. Exploration for a 
mesothelioma of the pleura produced tissue reported as 
“organizing infarct of lung.” 


against surgical removal. Lesions of the ribs, 
either tumor or fracture, can present diffi- 
culty in differential diagnosis.' A rib tumor 
is usually recognized and adequately deline- 
ated prior to operation. However, a healing 
rib fracture with rounded callus formation 


FIG. 9 


A 49 year old white man was in an auto accident in August of 1957 and sustained injuries to his left arm and multiple rib 
fractures. Because of his critical condition and limited x-ray facilities, films of the chest were not obtained until he return 

home 2 months later. (A) Shows the rib fractures on the left and in addition a 1.5 cm. coin lesion projected over the right 
fourth anterior rib. Stereoscopic films localized this lesion within the chest. It was decided to observe this lesion until the 
patient recuperated from his accident. One month later the lesion was slightly smaller and 2 months later it was no longer 
present. It was the considered opinion of several consultants that this represented a traumatic interlobar hematoma. (B) Shows 
the chest to be clear. 
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can simulate a pleural or rib tumor. Figure 
7 represents a case of a suspected coin lesion 
which stereoscopically was in close association 
with the rib. Subsequent removal revealed a 
healing fracture of the rib. 

On the lateral film of the chest, overlap- 
ping of the liver and the diaphragm may 
appear as a wedge-shaped area of considerable 
density suggesting atelectasis of a lower lobe 
segment. Additional views in oblique _posi- 
tions or fluoroscopy of the chest will elimi- 
nate this possibility. Other irregularities of 
the diaphragm can be recognized on the 
lateral or oblique films of the chest. 

Epipericardial fat pads along the right car- 
diac border may be confused with pericardial 
coelomic cysts, bronchial cysts, and hernias of 
the foramen morgagni. Additional studies are 
usually necessary to exclude a_ significant 
lesion. 


Pulmonary Densities 


Pulmonary infarcts which are unrecognized 
clinically may clear slowly and simulate a 
pleural or pulmonary lesion.” Figure 8 is an 
example of this entity which was resected to 
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rule out a mesothelioma of the pleura. A 


loculated accumulation of pleural fluid may 


assume a rounded configuration and appear 
as a coin lesion.*:+ Following injury to the 
chest a traumatic interlobar hematoma may 
resemble a coin lesion. Figure 9 represents an 
example of this condition. 


Summary 


The problem of eliminating extraneous and 
insignificant densities on chest films is con- 


sidered. Stereoscopic films, oblique views and 
examination of the patients’ skin and append- 


ages will often prevent unfortunate errors. 
Localization of any suspected pulmonary le- 
sion in more than one plane is essential. 


1013 Professional Village 
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. .. But I shall more modestly suggest that the art of medicine is conjectural, and such is 
the characteristic of a conjecture, that though it answers more frequently, yet it sometimes 
deceives. A sign therefore is not to be rejected if it is deceptive in scarcely one out of a thousand 
cases, since it holds good in countless patients. I state this, not merely in connection with noxious 
signs, but as to salutary signs as well; seeing that hope is disappointed now and again, and that 
the patient dies whom the practitioner at first deemed safe; and further that measures proper 
for curing now and again make a change into something worse. Nor, in the face of such a 
variety of temperaments, can human frailty avoid this. Nevertheless the medical art is to be 
relied upon, which more often, and in by far the greater number of patients, benefits the sick. 
It should not be ignored, however, that it is rather in acute diseases that signs, whether of 


recovery or of death, may be fallacious. 


—From De Medicina, by Celsus (225 B.C.—?30 A.D.). Translation by W. G. Spencer in Loeb 


Classical Library, London, Heinemann. 
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SINCE ONE OUT OF EVERY ONE HUNDRED RECRUITS 
who enters the Naval service is discharged 
from training because of bedwetting, there 
is a need for research on this problem. Thus, 
the cause of a myriad of problems of morale 
and a staggering waste of time and money 
make it a practical matter to learn more about 
enuretic recruits, The object of the present 
inquiry was to discover theoretic and thera- 
peutic avenues for studying enuresis in naval 
recruits. * 

This report reviews briefly the findings of 
a comprehensive survey which was undertaken 
to determine the interrelation of psychic, 
social and organic factors in the etiology of 
enuresis. From this survey a formulation will 
be made to depict present day research needs. 
Hopefully, new investigative channels which 
the inquiry suggests, could be conducted easily 
by the interested clinician, who sees cases 
of bedwetting. 


Method and Material 


A tripartite procedure was used: first, psy- 
chiatric interviews were held with 260 enuretic 
recruits, with 200 nonenuretic recruits, and 
with 60 nonenuretic persons, not recruits. 
During these interviews particular emphasis 
was placed on the family and past histories 
of enuresis and the attitudes such a history 
engendered. Sixty enuretics and 60 controls 
were subjected to a closer scrutiny to procure 
dynamic comparative longitudinal relation- 
ships. Also, during these examinations, es- 
pecial care was observed in obtaining a system 
review of the genitourinary tract as well as 
the history of family and personal periods 


+From the Department of Psychiatry, University of Cincin- 
nati College of Medicine, Cincinnati, Ohio. 

tCapt. M.C., U.S.N.; Chief, Neuropsychiatric Service, U. S. 
Naval Hospital, Camp Pendleton, Calif. 
The opinions or assertions contained herein are the private 
ones of the writers, and are not to be construed as official 
or reflecting the view of the Navy Department or the Naval 
Service at large. 


*The authors express gratitude to Dr. H. James Stuart 
for his assistance in completing this survey. 


A Survey Study of Bedwetting 


CHESTER M. PIERCE, M.D.,t Cincinnati, Ohio, and 
HARRY H. LIPCON, M.D.,{ Camp Pendleton, Calif. 


The authors suggest methods of research for use in approaching this difficult problem. 


of alteration of consciousness, including any 
known unusual circumstances of birth. Sec- 
ond, laboratory tests (urinalysis as well as 
needed chemical and x-ray studies), physical, 
neurologic and electroencephalographic exam- 
inations were performed on 60 enuretic re- 
cruits and the 60 nonenuretic controls. Third, 
psychologic studies including psychometric, 
Bender-Gestalt, Rorschach, sample TAT 
cards, House-Tree-Person tests and an exten- 
sive personality questionnaire were completed 
on 58 enuretic recruits and 60 nonenuretic 
persons, not recruits, as controls. 

In addition, hundreds of documents were 
read and collated, including social service re- 
ports from the home towns of the enuretics, 
reports of company commanders of the men’s 
service adjustment and training progress, 
corpsmen’s notes, instructors’ reports, aptitude 
board reports and a variety of health records 
completed both by the subjects and by phy- 
sicians. 

A detailed analysis of the results of this 
survey, including statistical treatment, is pre- 
sented in other communications.!® 


Results 
Despite a wide variety of specific clinical 
diagnoses, the male adolescent enuretic gen- 
erally presents features of personality indica- 
tive of immaturity, passivity, (either passive 
dependency or passive aggressiveness) and an 


unsatisfactory adjustment in all areas of in- . 


terpersonal relations. He may be thought of 
as a “Peter Pan” who clings to a self-image 
of infantile helplessness and who refuses to 
yield to the responsibilities of adulthood. In 
fact it was found significant (P—< 0.01)* that 
even the average weight and average height 
of the enuretic at the time of entrance into 
service was less than that of controls. 


*The probability or P is that in less than one es 
in 100 would the same results be obtained as a_ matter 0 
chance. This value is regarded as of high statistical significance. 
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Although nearly all male adolescent enu- 
retics allege striking indifference to their 
habit of bedwetting, we found that the enu- 
retic youth is handicapped in the resolution 
of usual adolescent conflicts because of special 
fears which he believes to be secondary to 
bedwetting. None of the controls group ex- 
pressed marriage fear, sterility fear, impotence 
fear or fears of impending insanity. Of 60 
enuretics, however, 80°, admitted one or more 
of these fears. It was discovered that in the 
experimental group, 47° feared marriage, 
17% feared sterility, 10° feared impotency 
and 7° feared insanity. Despite the sexual 
connotation of these fears, the enuretic not 
only had intercourse more frequently but had 
participated in intercourse from an earlier age 
and had found a greater number of love ob- 
jects. Perhaps related to this over compensa- 
tory sexual competitiveness is the finding of 
keen athletic interests among enuretics. 

Both intense interest in sports and exces- 
sive sexual activity may be compensatory for 
feelings of male inadequacy. Likewise such 
inclinations may represent a reluctance to as- 
sume the responsibilities of maturity. 

Besides these special fears peculiar to the 
enuretic, it was striking to observe how fre- 
quently the enuretic fantasied his mother as 
a seductive, provocative woman whose phy- 
sical attributes captured the ecstatic attention 
of all males. Proudly, the enuretic related 
his mother’s sex appeal and told how often 
mother was mistaken as his wife or his girl 
friend. Yet, the marriages viewed by the enu- 
retics, were in general turbulent, in that these 
same irresistible charms of mother were often 
the center for parental bickering. 

While the parents argued concerning moth- 
er’s seductiveness they also expressed concern 
over lack of attention to their children which 
Was subsequent to chronic illness in the par- 
ents and /or socio-economic reality situations. 
Furthermore, to the enuretic the parents 
seemed vacillating in their attitudes e.g., over- 
permissive about bedwetting and over puni- 
tive about family rules. Nevertheless, most of 
the enuretics claimed idyllic home conditions 
even though a statistically significant number 
expressed severe sibling rivalry to a sibling, 
usually older, who was endowed more gen- 
crously with social grace, talent or physical 
assets. Such was the milieu in which the 
experimental group manifested marginal in- 
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terpersonal adjustments, bedwetting and sta- 
tistically significant neurotic traits of nycto- 
phobia and acrophobia. 

Quantitatively, the enuretic complained 
fourteen times more often in the genitouri- 
nary systems review. These complaints such 
as urgency, hesitancy and costovertebral angle 
tenderness are characteristically of chronic 
duration. Random urinalysis (on about 20 
enuretics and 20 nonenuretics) suggests that 
the enuretics’ urine is less concentrated but 
more often contains demonstrable protein. 

Twenty-five per cent of 60 enuretic recruits 
and only one (1.7°,) of 60 nonenuretic con- 
trols had abnormal electroencephalographs. 
These abnormalities, generally, were diffuse 
slowness (5 to 7/sec.) with increments in 
amplitude during hyperventilation. 

When 200 enuretic recruits were compared 
to 200 nonenuretic recruits the chi square 
revealed significance in these areas: (1) enu- 
retics are over seven times more likely to 
have a family history of enuresis; (2) enuretics 
are over four times more likely to have a 
family history of sleepwalking; (3) enuretics 
are over three times more likely to have a 
personal history of sleepwalking; (4) enu- 
retics are over one and one half times more 
likely to be in need of dental care at the 
time of arrival in the Naval Service. In addi- 
tion, enuretics and their family members seem 
much more prone to have had overt seizures 
which had been diagnosed and treated as epi- 
leptic, although the number of cases was in- 
sufficient to derive a statistically significant 
figure. 

Miscellaneous observations include the facts 
that “heavy or deep” sleeping is commonly 
claimed by enuretics, and episodes of enuresis 
seem to be associated with changes in tem- 
perature and humidity. In addition, the ex- 
cretory mechanisms of the enuretic behaves 
hypersensitively to soft drinks and to varia- 
tions in the diurnal sleep pattern, as well as 
body posture during sleep i.e., the orthopneic 
attitude or day rather than night sleeping 
may preclude the occurrence of enuresis in 
some individuals. 


Psychologic testing indicated, as anticipated 
from the sampling, that the enuretic group 
was intellectually inferior to the control group 
(mean 1.Q. of 83 for enuretics and 116 for 
controls). The Rorschach revealed that the 
enuretics had greater difficulty in the psycho- 
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sexual sphere and had a greater preoccupa- 
tion with sex. The responses for the most part 
revealed their marked inadequacy and im- 
maturity. The thematic apperation test indi- 
cated that although the controls had similar 
problems to some degree, they were able to 
resolve them more realistically and with less 
emphasis on sexual violence. The Bender 
Visual Motor Gestalt test indicated that in a 
significant proportion of cases there was evi- 
dence of some organic involvement. Com- 
pared to the controls the enuretics showed 
statistically significant differences in the fol- 
lowing areas: disorderly design, uses of dashes 
for dots, poor form quality, deviation from 
the horizontal, overlapping of designs, design 
rotation, multiple attempts, inconsistency in 
the size of drawings, inconsistency in the 
parts, broken line quality, light pressure and 
difficulty with curves and straight lines. 

The social history as depicted by the per- 
sonality questionnaire proved the enuretic to 
be more often the product of a deprived back- 
ground. In addition the enuretics have few 
previous achievements or concrete long range 
goals. 

All psychologic testing was performed by 
group methods, therefore the results must be 
interpreted cautiously. Yet the findings serve 
to indicate areas which are worthy of further 
study. 


Discussion 


At present we think of enuresis in terms 
of a continuum in which etiologic factors of 
a psychic, social and organic nature are func- 
tionally interrelated. In those cases which 
persist into adolescence there may be more 
psychosocial involvement in addition to larger 
components of organicity. Enuresis, per se, 
expresses hostility to family members or the 
world in general and may be an attention 
getting or manipulative device. At times realis- 
tic situations, such as a cold home which 
discourages getting out of bed to go to the 
bathroom, or inadequate or careless vesicle 
training may contribute greatly to the per- 
sistence of the habit. 

Yet all these facts may be complemented 
by pathophysiologic processes which in the 
adolescent male are displayed to the clinician 
through abnormal brain waves, qualitative 
and quantitative urine aberrancies, family 
and past history of sleepwalking, family his- 
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tory of bedwetting, family history of epilepsy, 
chronic complaints in the genitourinary sys- 
tem, poor quality of dentition and perhaps 
some tendency toward seizures. 

Most research in enuresis has been restricted 
to psychologic studies performed on children, 
To understand more of enuresis, particularly 
in persons of military age, an approach jis 
needed which has greater perspective. From 
such an approach will come new treatment 
methods which have been arrived at through 
objective and systematic research. To accom- 
plish this aim a new type of research, holistic 
in scope, is required. The present paper pro- 
poses utilization of an integrated approach 
to enuresis, which would coordinate investi- 
gation in clinical psychology, clinical medi- 
cine and experimental psychophysiology. 

The contributions of dynamic psychiatric 
studies must continue to be of major impor- 
tance to the researcher. Since this is the area 
pursued most commonly, we shall mention it 
only in passing to the more “organic” types 
of clinical research. 

Psychiatrists have long been aware of psy- 
chodynamic patterns in the enuretics. How- 
ever, it would be fruitful, in the course of 
accumulating data about enuretics of both 
sexes and of various ages and socio-cultural 
groupings, to compare them to the Naval re- 
cruit in whom we have found special sex 
fears, chronic family illness, athletic inclina- 
tions, a general resistance toward the accept- 
ance of responsibility, and an enthusiastic 
pride in mother’s seductive charms. One fur- 
ther approach should be through the study of 
groups of enuretics and parents of enuretics, 
in group therapy. 

More studies of a clinical nature are needed 
to clarify the relationship of sleep physiology 
to nocturnal enuresis. Perhaps such clarifica- 
tion would be useful also in the understand- 
ing of epilepsy, since enuresis and sleepwalk- 
ing in the adolescent enuretic, often seem to 
be at least “cousins” to epilepsy. Accordingly, 
refined electroencephalographic studies, such 
as procuring sleep tracings, should be done 
on enuretics as well as on their parents and 
siblings. 

Some methods of study should include the 
use of an electrical device to signal the doctor 
at the exact moment of bedwetting. This 
would permit a relatively easy accumulation 
of metabolic data such as, before, during and 
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after shifts in blood calcium, potassium, blood 
cell count, blood sugar, cholinesterase, carbon 
dioxide, pH, oxygen tension and urea _ ni- 
trogen. 

Metabolic changes could be more precisely 
correlated to motility changes through the 
night by employment of kinetographs under 
the bed and by use of special technics such 
as electromyography, psychogalvanometry and 
cinematography. The effect of artificial varia- 
tions on motility, temperature, humidity, 
metabolism and renal function should be 
scrutinized. 

In the medical literature there have ap- 
peared random reports which suggest that 
some enuretics may have small bladder vol- 
umes? and abnormalities in urine concentra- 
tion.S Since teenage male enuretics give long 
histories of complaints related to the genito- 
urinary system, intensive evaluation of the 
system should be done, even though some 
previous work in this direction has already 
been completed. Cystograms, cystometrics, 
Addis counts, intravenous pyelograms, cysto- 
scopic examinations, urine concentration tests 
and other tests of renal function should be 
performed in large controlled populations. It 
would be of interest to know whether persons 
with any type of positive findings in kidney 
biopsy are more likely to have a family or 
personal history of enuresis, sleepwalking or 
epilepsy. 

Much more needs to be learned about the 
incidence and sex ratio of enuresis. Special 
focus must be made onto the psychic, social 
and organic factors which are current when 
enuresis ceases. From the present study other 
research clues are present because of statistical 
pertinence in the fact that enuretics are di- 
minutive and subject to acrophobia. These 
findings should be confirmed and their pos- 
sible biologic significance interpreted. 

Poor quality of dentition in enuretics may 
have some psychobiologic importance. Thus 
psychodynamic studies with particular refer- 
ence to oral conflicts, body imagery (as it 
relates to care of the teeth) and to family 
interactions while eating, could be valuable 
leads in understanding bedwetting. Equally 
Important would be controlled studies on 
dental diagnosis, family attitudes toward den- 
tal care and objective measurements of quality 
and quantity of saliva, chewing habits, pres- 
ence of lactobacillus and lysozyme. Could 
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these objective measurements in enuretics be 
modified in a controlled situation by the 
experimental precipitation of stress? Is there 
a relationship between dentition, calcium, po- 
tassium, cholinesterase and epilepsy? 

To attempt to answer the last question, one 
might use animal experimentation. It is 
known that artificial brain lesions in animals 
can produce gingivitis.® Also, it is known that 
brain lesions can create bladder disturb- 
ances.!° Is it possible to create co-temporane- 
ously, bladder and dental lesions and epilepsy 
via chemical, electrical or mechanical stimu- 
lation to specific brain sites? 

The possibility of studying dreams in the 
subject and at the same instance recovering 
a variety of physiologic responses! has made 
available a research tool which can _ provide 
more profound knowledge of enuresis. Such 
investigations are important in that they tend 
to diminish the dichotomy of “organic” and 
“functional” conceptualizations. 


The holistic approach to enuresis seems 
vital if we are to learn more than we know 
now about this malady. It is hoped that in- 
vestigations can be undertaken which will 
lead to a greater knowledge so that better 
treatment methods may be made available. 


Summary 


Following a study of 260 enuretics and 260 
nonenuretics, in which psychic, social and 
organic factors of etiology were sought, it 
was deemed necessary to approach the further 
study of this subject by means of a truly psy- 
chosomatic method. 

In the conspectus inquiry, the teenage enu- 
retic as seen in the Navy was far more likely 
than the control, to have an abnormal brain 
wave, unsatisfactory dentition, a family his- 
tory of epilepsy, a family history of sleepwalk- 
ing, a past history of sleepwalking and chronic 
complaints in the genitourinary system. He is 
immature both physically and psychologically 
and may be thought of as a “Peter Pan,” who 
has refused the responsibilities of an adult 
world. 


The need in present day enuresis research 
is to establish a holistic approach which 
would utilize psychiatric, sociologic and psy- 
chologic studies. In addition, it seems crucial 
to understand basic research in sleep metabo- 
lism, sleep motility, genitourinary function, 
electroencephalographic analysis and oral 
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The Incidence and Character of 
Staphylococcus aureus from Nose and 
Rectum of Obstetric Patients 


JAMES C. HANCOCK, JR., B.A.. ANNA DEAN DULANEY, Ph.D., and 
M. GENE CALDWELL, B.S.,t Memphis, Tenn. 


Currently there is much emphasis on possible infection of patients with the staphylococcus 
during hospitalization, the matter of carriers among patients and hospital personnel and anti- 
biotic-resistant organisms. The present report considers this problem as an obstetric service. 


Tue ROLE of Staphylococcus aureus in hospital 
infections has been the subject of numerous 
publications during the past 6 years. Emphasis 
has been directed toward detection and con- 
trol of carriers of antibiotic-resistant staphy- 
lococci, especially those of nasal origin, among 
hospital personnel.!® 

This report concerns the incidence and 
character of staphylococci isolated from the 
nose and rectum of 50 obstetric patients upon 
admission and discharge from the Memphis 
City Hospitals. Five hundred and eighty-one 
cultures were isolated and characterized. 


Methods 


Obtaining the sample: Nasal and rectal cul- 
tures were obtained from 50 primiparas and 
secundas at the time of hospital admission 
and again at the time of discharge. The study 
was limited to these groups because they rou- 
tinely remain in the hospital for 3 days. 

In collection of rectal cultures the cotton- 
tipped swab was protected by a soft rubber 
tubing 12 cm. long, from which the swab 
could be extruded, rotated and drawn back 
into the tube. This prevented contamination 
with external microorganisms and lubricant 
used in the examination preceding swabbing. 

Isolation of Cultures: Isolations of staphy- 
lococci were carried out in petri plates con- 
taining Bacto-Staphylococcus #110 Agar (Difco 
Laboratories), which is a selective medium for 
these organisms. The collecting swab was 
spread over approximately one-fourth the 
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plate and another swab used for secondary 
streaks. After overnight incubation at 37°C. 
the plates were held at room temperature for 
24 hours which insured maximum pigment 
production. 

Whenever possible 3 colonies, believed to 
be staphylococci, were transferred from each 
plate to Trypticase soy agar slants. These were 
incubated at 37°C. for 24 hours and then 
stored at room temperature. 

Study of Cultures: The cultures were exam- 
ined microscopically, using gram’s strain. All 
cultures of Staph. aureus were then subjected 
to the following biologic tests: 

(a) Coagulase reaction with human plasma 

(b) Hemolytic property, using human 
blood agar plates 

(c) Sensitivity to antibiotics 

(d) Bacteriophage typing 

The culture of Staph. albus obtained from 
the first 24 patients were also checked as to 
items (a), (b), and (c). 

For the antibiotic test, paper disks contain- 
ing penicillin (10 units), chloramphenicol (30 
mceg.), tetracycline (30 mcg.) and novobiocin 
(30 mcg.) were used. The results were record- 
ed without regard for quantitative action. 

Bacteriophage typing was carried out with 
Staph. aureus phages which were kindly sup- 
plied us by Dr. John Blair, Hospital for Joint 
Diseases, New York City, along with the 
propagating strains. The 23 staphylococcus 
bacteriophages are divided as follows: Group 
I, phages 29, 52, 52A, 79, 80; Group II, phages 
3A, 3B, 3C, 55, 71; Group III, phages 6, 7, 
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42E, 47, 53, 54, 73, 75, 77, VA4; Group IV, 
phage 42D; miscellaneous, phage 81. 

The propagating strains of Staph. aureus 
are also grouped according to their suscepti- 
bility to lysis by the various bacteriophages. 
Group I includes 29, 52, 524/79, 80; Group 
II, 3A, 3B, 3C, 55, 71; Group III, 6, 7, 42E, 
47, 53, 34, 75, 75, 77, VA4; Group IV, 42D; 
miscellaneous 81. 

The typing procedure of Blair®* was fol- 
lowed exactly with one exception,—namely 
the use of heart infusion broth containing 
0.004 mol of calcium per liter as recommend- 
ed by White and Foster’ for propagation of 
phage, rather than the semisolid agar utilized 
by Blair. All phages were titrated in 10-fold 
dilutions against the propagating strains just 
before time of use, and the highest dilutions 
producing lysis were employed for typing the 
unknown cultures. If no sensitivity was dem- 
onstrated with the dilution, the test was re- 
peated with the undiluted phages. 

The phages were dropped onto the plate 
from | ml. syringes carrying 27 gauge needles. 
Lytic readings were recorded according to 
Blair, with 50 or more plaques (2 + reaction) 
accepted as a significant reaction. 


Results 


Five hundred and eighty-one cultures of 
staphylococci were isolated from the 50 pa- 
tients. These included 134 (239%) Staph. 
aureus and 447 (77%) Staph. albus. All of the 
strains of Staph. aureus were hemolytic and 
coagulase positive. 

Of the 50 patients, (Table 1), 18 (36°() 
yielded Staph. aureus upon admission while 3 
days later at the time of discharge 20 (40°;) 
carried these organisms. Thirty of the 50 pa- 
tients were Staph. aureus “positive” at some 


TABLE 1 


DISTRIBUTION OF 581 CULTURES OF STAPHYLOCOCCI 
ISOLATED FROM 50 OBSTETRIC PATIENTS 


Time Total 
of Staphylococcus Source 
Culture Cultures 
Albus Aureus Nasal Rectal 
Upon 222 64 41 23 
admission (18) (15) (11) 
Upon 225 70 39 31 
discharge (20) (15) (12) 
Total 447 134 
(30) 


The number of patients in each group is designated by 
number in (_ ). Staph. albus cultures not divided as to source. 
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TABLE 2 


BACTERIOPHAGE GROUPS OF CULTURES OF 
STAPHYLOCOCCUS AUREUS ISOLATED 
FROM THIRTY PATIENTS 


Patient Bacteriophage Groups or Type 
Category I IV 80/81 Un- Tota, 
able 
to 
Type 

Patients Received 

acquiring antibiotics 1 1 2 4 
S. aureus No 

(12) antibiotics 2 6 8 
Patients Received 

losing antibiotics 1 1 1 l 1 5 
S. aureus No 

(10) antibiotics 1 1 3 5 
Patients 

witha 

change No 

in phage antibiotics 1 1 1 3 

type (3) 
Patients Received 

with no antibiotics 1 1 

change 

in phage No 

tvpe (5) antibiotics 3 1 4 


time, either upon admission, discharge, or at 
both times. Table 1 also gives the distribution 
of Staph. aureus as to nasal and rectal sources. 
Upon admission, nasal cultures from 15 pa 
tients numbered 41 (649%) and rectal culture: 
from 11 patients 23 (36°%). Upon discharge 
the distribution was 39 (559%) nasal from 15 
patients and 31 (45°%) rectal from 12 patients 

In table 2 is seen the distribution of bacteri: 
ophage groups among Staph. aureus cultures 
obtained from 30 patients who carried this 
organism upon admission or discharge. 

While 32 patients entered the hospital free 
of demonstrable Staph. aureus, 12 (37%) of 
these acquired the organisms during thei 
three day stay. Ten of these yielded culture 
which could be typed and as shown in table 2, 
they included phage Groups II, III, 80/81. 
Seven of these patients yielded Group II 
Staph. aureus. Four had received antibiotics 

Of the 18 individuals carrying Staph 
aureus upon admission 10 were negative upol 
discharge. The organisms from the 18 patient 
fell into bacteriophage Groups I, II, III, 80/81 
with one which could not be typed. Five hac 
received antibiotics. 

Eight individuals were found to cart 
Staph. aureus wpon admission and also upor 
discharge. Five showed no change in culture 
types, which included phage Groups I and IIb 
with one which could not be typed. Only one 
of these patients received antibiotics. In 3 in 
stances there was a change as to bacteriophage 
type in culture isolated. Two patients yielded 
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admission cultures typing Group I, while 
upon discharge one typed Group II and one 
Group III. One patient gave a change from 
Group III to a pattern which could not be 
typed. None of these patients had received 
antibiotics. 

Table 3 shows the bacteriophage types and 
antibiotic patterns of the nasal and rectal cul 
tures isolated from the 30 patients who car- 
ried Staph. aureus at any time. The antibiotic 
to which any culture proved resistant is indi- 
cated by letter. There was no correlation be- 
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tween phage group and antibiotic sensitivity 
pattern. 


Discussion 


If our data are considered from the stand- 
point of the number of patients carrying 
Staph. aureus, it is apparent that no signifi- 
cant difference exists between the number of 
“positive” patients upon admission and dis- 
charge. Eighteen obstetric patients yielded 64 
cultures of Staph. aureus upon admission—41 
from the nose and 23 from the rectum. 


TABLE 


3 


RESULTS OF BACTERIOPHAGE TYPINGS WITH 121 CULTURES FROM 30 PATIENTS 


Discharge 


Admission 
Nena Nasal Rectal Nasal 
7 3B/3C/71/55 x 3 
9 29/52Ax3T 
7*x 
13 3A/3B/55 x 3 3A/3B/55 x 3 3A/3B/55 x 3 
14** 81x3 81x2 
81x1PC 
15 7x 3P 
17 
18 79/75 x2 
21 SA* a2 = 
22 = 
4 3Ax2 
3B/3C x1 
25 71x3 71x$ 
27 53/77x2P 
53/77 x1 
31 79x3 79x 3 
32 73x 1 
33 
_ 80/81 x3 
P 
35 
37°" 52/80/81 x 3 52/80/81 x 3 52/80/81 x 1 
44 VA4/53/77/7 x 1 = 
PN -7x2 PN 
45 52/80 x 3 — 52/80 x 3 
47** 29x 1 
48 6*/7x2 = 
6°/7 P 
55x38 55x 3 
54 3A/3B x 3 Unable to type Unable to type 
x2 x3 
6 Unable to type 
sine Unable to type Unable to type 
26** P 
Unable to type 


*Coagulase negative 


ee . . . 
Patient Teceived antibiotics while in hospital 
Tganism resistant to penicillin 
'. Organism resistant to tetracycline 


Cc, Organism resistant to c 


hloramphenicol 


N. Organism Tesistant to novobiocin 


—No Staph. aureus cultured 


Rectal 


Unable to type 


7x 


73/53/75/54 
47/77/VA4x 3 P 
3C*/71/3B/55 x 1 
3A*°x2 

3Ax1 


3A/3B/3C/55/71 x 1 
3A/3B/3C/55/71 x 2 


7/54/73 x 2 P 
7/54/73 x1 


VA4x3 PT 


Unable to type x 2 
54x1P 


Unable to type 


PTN 
Unable to type 


F 
Type 4 
Total 
le 
) 
pe 
4 
8 
5 
5 
| 4 = : 
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Seventy cultures were obtained from 20 pa- 
tients upon discharge—39 from nasal and $1 
from rectal sources. Thirty individuals were 
staphylococcus positive at some time. 


However, it should be pointed out that 12 
patients who had no Staph. aureus on admis- 
sion were discharged from the hospital carry- 
ing this organism, indicating that even in 3 
days there is a possibility of acquiring hospital 
Staph. aureus. Ten of these 12 patients yield- 
ed organisms which were able to be bacterio- 
phage typed—7 in Group HII and one type 
80/81. Thus 80% of the Staph. aureus ac- 
quired in the 3 day hospital stay, belonged to 
phage types potentially resistant to antibiot- 
ics. Most important is the fact that 9 of the 
12 patients who acquired Staph. aureus in the 
hospital (Table 3) carried organisms resistant 
to penicillin. 

From table 2, it appears that treatment with 
antibiotics has no significant effect on the ac- 
quisition of Staph. aureus. The hospital 
chemotherapeutic regimen consisted of a 
combination of penicillin, streptomycin and 
Gantrisin. Of the 7 patients who acquired 
Group III Staph. aureus, only one received 
antibiotics. Of the 10 patients losing Staph. 
aureus, 5 received antibiotics. It would seem 
that the danger of acquiring antibiotic resist- 
ant organisms is not increased by the chemo- 
therapeutic regimen carried out in this group 
of patients. However, there is danger to all 
patients in the hospital environment of ac- 
quiring Staph. aureus. 

There seems to be little tendency for pa- 
tients to have a change in the staphylococcal 
type which they carry. Of the 18 patients who 
yielded Staph. aureus upon admission only 2 
showed a change in the phage type. In these 
cases we postulate a loss of old organisms and 
an acquisition of new ones, since the two 
groups acquired were Groups II and III, the 
predominant groups acquired by patients who 
entered the hospital with no Staph. aureus. 

Patterns of antibiotic sensitivity were de- 
termined on Staph. albus cultures from the 
first 24 patients. Twenty-two (91%) of these 
yielded penicillin resistant Staph. albus. This 
is important if patterns of antibiotic sensitiv- 
ity are done on staphylococci in which the 
species has not been determined. 

The question of the possibility of “fecal 
carriers” of epidemic Staph. aureus is an in- 
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teresting and important one. Eight of the 30 
patients carried Staph. aureus in both nose 
and rectum. In 6 instances these nasal and 
rectal organisms were of the same type. 


Upon admission the distribution of nasal 
and rectal Staph. aureus is very similar (Table 
1) and there is no significant difference jn 
antibiotic sensitivity between the two cate. 
gories (Table 3). These facts would seem to 
bear out the idea that there is a very real pos- 
sibility that the state of “fecal carrier” of epi- 
demic Staph. aureus may exist. 

Most important, our data show that anti- 
biotic resistant Staph. aureus may be acquired 
by patients hospitalized for a period as short 
as 3 days. 


_ Summary 


1. Nasal and rectal cultures for staphylo- 
cocci were obtained from 50 obstetric patients 
upon hospital admission and discharge. Three 
colonies of staphylococcus were selected from 
each positive petri plate for study. 

2. The 581 cultures of staphylococci includ- 
ed 134 Staph. aureus and 447 Staph. albus. 

3. Eighteen patients yielded Staph. aureus 
upon admission—15 cultures from the nose 
and 11 from the rectum. Upon discharge 20 
patients were found to carry Staph. aureus— 
15 in the nose and 12 in the rectum. Thirty 
of the 50 patients carried Staph. aureus at 
some time. 

4. Of the 32 individuals who entered the 
hospital free of Staph. aureus, 12 acquired 
these organisms during the 3 day stay. Of the 
18 patients entering with Staph. aureus 10 
lost these organisms. 

5. Patterns of antibiotic sensitivity, utiliz- 
ing penicillin, tetracycline, chloramphenicol 
and novobiocin, varied and no pattern for any 
phage type was demonstrated. However, it is 
significant that 9 of the 12 patients who 
acquired Staph. aureus yielded penicillin- 
resistant organisms. 

6. One and usually 2 or 3 cultures of Staph. 
aureus from each of the 30 patients positive at 
some time were exposed to each of the 23 bac- 
teriophages and their lytic patterns recorded. 
In all but 2 instances the several cultures from 
any one patient showed identical phage pat- 
terns. Marked variation in phage patterns of 
the organisms from the 30 patients was dem- 
onstrated. Eight of the 12 patients who ac- 
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quired Staph. aureus during hospitalization 
yielded organisms of phage Group III or 
30/81, the epidemic strains. 

7. Our studies indic te that Staph. aureus 
strains which are penicillin-resistant and _be- 
longing to Group III or 80/81 bacteriophage 
groups may be acquired during a 3 day inter- 
val of hospitalization. 
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Some Types of Medical Papers: with 


Suggestions on Their Preparation 


There are few physicians who do not at least make an occasional scientific presentation at a 
hospital staff meeting, take part in a clinicopathologic conference or offer a paper for 

the county medical society, not to mention the many that take part in the programs 

of larger meetings. Thus, many will find valuable suggestions in this paper. 


AT sOME TIME during his professional career, 
almost every physician will be confronted 
with the necessity of preparing a report for 
presentation at a medical meeting or publi- 
cation in a medical periodical. He may dis- 
cover a better method of treatment of a 
disease than is currently available, devise a 
new or better piece of medical equipment, 
improve a surgical or diagnostic technic, or 
formulate a new etiologic or pathologic 
theory, and he feels morally obligated to 
publish this material for the information of 
his colleagues and the ultimate benefit of his 
fellow man. He may see a patient with a rare 
disease, whose case he will want to report so 
that sufficient examples of the same kind may 
be accumulated in the literature for study and 
ultimate delineation of obscure diseases. He 
may have acquired adequate experience in 
the management of a specific disease whose 
treatment is still unsatisfactory and wish to 
analyze his cases and publish the results of 
his study in the hope that from his experi- 
ence and that of others a satisfactory method 
of treatment will evolve. 

A physician may also be one of the few 
gifted with the ability to bring order out of 
the mass of confused data published on a con- 
troversial medical subject. The primary value 
of this type of comprehensive review lies in 
the fact that its reviewer collects, interprets 
and arranges in orderly fashion all recorded 
information on a particular disease so that 
those seeking such information need consult 
only a single article rather than possibly sev- 
eral hundred. But this requires considerable 
time and thought, and if it is to be of any 
value, it must be prepared by one with suffi- 
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cient experience to interpret the literature 
correctly. 

The scientific investigator will want to re- 
port the results of his experimental or clinical 
investigations so that other scientists may 
utilize this information in their laboratories 
or physicians may apply it in their practice 
of medicine. But it is just as important to 
know how and when to report experimental 
or clinical observations as it is to conceive the 
idea and conduct the experiment. 

Finally, as the physician’s general medical 
experience accumulates with the passage of 
time, he acquires a sort of medical philosophy, 
which he may be called upon to expound in 
such forms as commencement addresses, 
presidential addresses and chairman’s ad- 
dresses. It is this kind of medical reflection 
that is probably the most gratifying to record. 

But these diverse forms of medical data re- 
quire different vehicles of literary expression. 
A number of conventional forms of medical 
expression have been used by _ physicians 
through the ages for communicating such in- 
formation to their colleagues. The following 
classification, although not all-inclusive, will 
serve satisfactorily for the purpose of dis 
cussion. 

1. Case Material 


(a) Report of a single case or a group of 
similar cases. 


(b) Statistical analysis of a series of cases. 

(c) Written clinicopathologic conference. 
Comprehensive Review of Literature 
Experimental Report 


. Monograph or Complete Consideration of 2 
Single Disease 


oo 


5. Essay or Philosophical Treatise 
6. Miscellaneous 
(a) Editorial. 
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(b) Description of a new instrument, new 
method of treatment or diagnosis, or 
modification thereof. 


(c) Clinical note. 

(d) Letter to the editor. 
(e) Abstract. 

(f) Book review. 


The Case Report 


Probably the easiest type of paper to write, 
and perhaps the one with which the novice 
should begin, is the simple case report. Not 
only does it provide interesting reading but 
it is instructive as well. Although considered 
by some as a menial form of medical writing, 
the case report has been used through the 
ages as an effective literary medium for add- 
ing to our medical knowledge. In the words 
of Gutman,} “The case report is a challenge, 
a challenge to discover some universal truth 
in a single isolated phenomenon. It encour- 
ages close observation of Nature at first hand 
instead of through review of medical records; 
encourages sharp reasoning and experiment 
instead of the mechanics of calculators, punch 
cards, and statistical analyses. True, the case 
report is often exploited simply to place on 
record the bizarre or even the banal. But I 
am constantly thrilled to find how often it is 
used to transform the commonplace by the 
exercise of uncommon insight, ingenuity and 
persistence, whether at the bedside, in the 
laboratory or in the library.” 

The physician who wishes to report a case 
first consults the literature to see if he can 
find information on a similar case. He then 
reads every pertinent reference and records 
germane data on index cards. From these 
notes and the case record he prepares the 
report. 

The first step in writing a case report, as in 
any type of medical article, is to make a de- 
tailed outline of the plan of presentation. As 
Schopenhauer said, “Write the way an archi- 
tect builds, who first drafts his plan and de- 
signs every detail.” 


There are several acceptable methods for 
presentation of a case, but one of the most ef- 
fective has three parts: (1) the introduction, 
in which the reason is given for reporting the 
case; (2) the presentation of the case, which 
should include the identifying data, chief 
complaint on admission, brief history of the 
illness that brought the patient to the phy- 
sician, the family, past and social histories 


when relevant to the illness under considera- 
tion, abnormal results of the physical exami- 
nation and laboratory studies and normal 
results when pertinent, the course of the 
disease while the patient was under observa- 
tion, and the ultimate result of the illness; 
and (3) the discussion, in which pertinent 
features of the case are correlated with perti- 
nent information in the literature. Illustra- 
tions and a summary or conclusions may or 
may not be needed. Literature cited completes 
the report. The same outline may be used to 
report a group of similar cases. 


Statistical Analysis of a Series of Cases 


One of the most difficult types of medical 
papers to write is the statistical analysis of a 
series of cases, but when properly prepared, it 
is one of the most valuable. A physician who 
has treated a series of patients for a condition 
whose method of treatment has not yet been 
standardized will have formulated impressions 
regarding its evaluation as he treats more and 
more patients. However, he may discover, 
after critical analysis of his cases, that his im- 
pressions were erroneous. This is one of the 
reasons it is so important to conduct statistical 
analyses of new therapeutic methods. But it 
is also important to know when to conduct 
such a study as well as how to go about it. 
Observation of a few basic rules can not only 
make the task easier but also render the re- 
sults more reliable. 

Before undertaking a statistical analysis, a 
physician should determine whether he has 
sufficient cases to justify drawing conclusions 
and also whether sufficient time has elapsed 
since initiation of treatment to evaluate the 
results. A biostatistician can answer the 
former, and the latter will, of course, depend 
to some extent on whether the disease is 
acute or chronic and whether the method of 
treatment is definitive or palliative. 

After the classified statistical data have 
been summarized, tables and graphs have 
been constructed and pertinent material from 
the literature has been collected, the author 
is ready to prepare an outiine. The conven- 
tional outline for this type of paper includes: 
(1) introduction, (2) analysis of cases, (3) dis- 
cussion, (4) conclusions and (5) references. 
In the introductory paragraph the reader 
should be told why the study was undertaken. 
A brief reference may also be made here to 


‘ 
i 
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the previous important investigations in the 
field. The author should then describe the 
material employed in his study and indicate 
the inclusive dates of the study. 

The second part of the paper should be 
devoted to presentation of the statistical 
analysis in an orderly fashion, possibly be- 
ginning with incidence according to race, 
color, age and sex, and followed by anatomy, 
embryology, pathology, etiology, physiology, 
symptomatology, diagnosis, treatment and re- 
sults, the categories to be included depending 
upon the nature of the disease and the known 
facts about it. In relating his findings the 
author should attempt to correlate this infor- 
mation with observations previously reported. 


The third section of the paper is the dis- 
cussion. Here the author presents his inter- 
pretation of the results of the study. The dis- 
cussion is an extremely flexible section of the 
paper. It may contain almost any thoughts 
the author has about his study and actually 
is, next to the conclusions, the most important 
part of the paper. 

The final section of the body of the paper, 
the conclusions, contains deductions made 
from analysis of the series of cases. These 
should be enumerated clearly and_ briefly. 
Depending upon the simplicity or complexity 
of the material presented, a summary may or 
may not be included. The paper is termi- 
nated with a list of references cited in the 
text. 


Written Clinicopathologic Conference 


The clinicopathologic conference is a val- 
uable form of medical pedagogy, which is 
held regularly in most approved hospitals. 
Such conferences represent one of the means 
by which the medical profession is constantly 
striving “to destroy the very reason for its 
own existence.” Part of a regular educational 
program designed for the hospital’s residents 
in training, these conferences also provide 
continuing medical education for the hospi- 
tal staff members, and for physicians through- 
out the world, when they are published in 
medical periodicals. The educational value 
of the written clinicopathologic conference 
has long been recognized by editors of several 
national medical journals, whose policies it 
has been to make the clinicopathologic con- 
ference a regular feature of their publications. 


But the written clinicopathologic confer- 
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ence is somewhat different from the spoken 
clinicopathologic conference. The material js 
the same, but the published account, while 
retaining the informality of the spoken word, 
must at the same time assume the formality 
of the written word. This hybrid character 
of the written clinicopathologic conference 
makes it somewhat more difficult to prepare 
than most other forms of medical papers. A 
few suggestions regarding its preparation may 
make the task a little easier. 

If a clinicopathologic conference is to be 
submitted for publication, it is customarily 
recorded verbatim at the time of the con- 
ference. The transcribed report begins with a 
historical account of the patient’s illness 
(protocol). This presentation of the case is 
followed by the clinical discussion, in which 
the various participants discuss their contribu- 
tions to the management of the case as well 
as what they believe to be the clinical diag. 
nosis of the patient’s illness. Finally, the 
pathologist describes the actual cause of the 
illness, or the cause of death as demonstrated 
at necropsy, and makes the . athologic and 
anatomic diagnoses. 


This transcribed report requires consider- 
able editing if it is to be published. The edi- 
tor must strive constantly to make the reader 
feel that he is reading a report of an actual 
presentation of a case. In the words of Good," 
the written  clinicopathologic conference 
should sound “only as if it might have been 
spoken.” It is a relatively simple matter to 
edit the protocol, as the verbal and written 
presentations would be rather similar. The 
difficulty in editing arises in the presentation 
of the discussion of the various participants, 
whose contributions are inclined to be more 
informal than is desirable for a written report. 


Experimental Report 


Scientists are constantly striving to add to 
our knowledge of the cause and treatment ol 
disease. Experiments must be conducted first 
in the laboratory on animals before they can 
be tried on human beings. 


It is the investigator’s duty to report the 
results of his studies, even if they are negative, 
so that other scientists may know of his i1- 
vestigations and repeat them or continue his 
studies and ultimately broaden our know!- 
edge of disease. But it is just as important to 
know what to investigate as to know how (0 
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conduct the experiments and how to report 
the results. 

The experimental report is one of the 
easiest forms of papers to write. Before an 
experiment is performed, the investigator 
acquaints himself with all available informa- 
tion that has been published on the subject. 
This is done by compiling an exhaustive 
bibliography,* scrutinizing every article and 
recording pertinent notes on cards. He then 
conducts his own experiments and _ records 
his results. 

With all this information before him, he 
is ready to formulate an outline. The con- 
ventional outline for reporting investigative 
work consists of, (1) an introduction, in 
which the problem is stated and the reasons 
for undertaking the study are given; (2) ma- 
terial and method, in which the material 
used and the experimental method employed 
are described; (3) the results; (4) the discus- 
sion, in which the author interprets his results 
and correlates these findings with those re- 
ported in the literature; and finally, the 
conclusions, which are deductions made from 
the results of the experiment. References 
used to document statements made in the 
paper should also be listed. There probably 
is little reason to deviate from this form. 


Review of the Literature 


One of the most useful types of medical 
articles is the comprehensive review of the 
literature but its value is directly proportional 
to the amount of time and effort that go into 
its preparation. By bringing order out of 
chaos, it provides a solid foundation upon 
which more secure knowledge can be added. 


But not every subject lends itself to presen- 
tation in this form. Particularly suitable for 
review is the subject about which our knowl- 
edge is fragmentary or controversial; and not 
everyone should undertake to review the 
literature. Almost anyone can collect ma- 
terial from the literature and set it down in 
reportorial fashion, but rare indeed is the 
literary artist who can select the appropriate 
pieces of the jigsaw puzzle and fit them to- 
gether so that they form a picture that has 
definite meaning and design. The effective 
review of the literature is truly a work of the 
artist; there is a strong need for this type of 
article in our medical literature to bridge the 
gap between what is known about a controver- 
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sial subject or obscure disease and what re- 
mains to be investigated. The subject to be 
reviewed must therefore be carefully selected, 
but once the author is convinced that there is 
a need for review of available information on 
a particular subject atid that he has the ability 
to do this, he should undertake this most 
worthwhile task. 


After the author has collected and ab- 
stracted all references on his subject, he 
should draft an outline of his presentation. 
The kind of outline he decides to use will 
depend to a great extent on what is known 
about the subject as reflected in the literature, 
but every review should probably begin with 
an introduction, in which the reader is told 
why the review was undertaken and the place 
it will assume in bridging the gap in our 
knowledge of the disease. The outline may 
proceed in conventional fashion, beginning 
with distribution according to age, sex, race 
and color, and continuing with anatomy, 
pathology, physiology, symptomatology, diag- 
nosis, prognosis and treatment. The headings 
the author uses will depend on what he finds 
in the literature. 


The author next sorts the abstracts ac- 
cording to the headings in the outline under 
which they are to be discussed. This is per- 
haps one of the most difficult parts of his 
task and requires considerable ingenuity. 
Many articles will contain information which 
must be discussed under several headings in 
the outline. Also, the reviewer must be ever 
cautious to be certain that he is recording 
exactly what the original author intended 
to convey as well as interpreting this infor- 
mation in relation to what is known about 
the disease. By thus sorting his notes, the 
reviewer has provided himself with such a 
detailed outline that once this is accomplished, 
all he has to do is write from these notes. 


Monograph or Complete Consideration of a 
Single Disease 


The physician who becomes a recognized 
authority on a particular disease, group of 
diseases, or restricted portion of the body is 
frequently requested to prepare a complete 
consideration of the subject for publication as 
a section or chapter in a textbook or encyclo- 
pedia, or as a separate monograph. This kind 
of paper is particularly valuable for inedical 
students and young physicians if our know]- 
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edge of the subject is complete, as it brings 
together all available information into a 
single publication. 

For the authoritative physician on a par- 
ticular disease, the monograph is a simple 
type of paper to write. The outline unfolds 
in logical sequence beginning with defini- 
tion and continuing with anatomy, physiology, 
etiology, pathology, epidemiology, symptom- 
atology, diagnosis, differential diagnosis, 
prognosis and treatment. And the author 
draws primarily from his own knowledge 
and experience. 


Essay or Philosophical Treatise 


The essay or philosophical treatise is prob- 
ably one of the most enjoyable types of papers 
a physician can write because he can select 
his subject and he can use a more literary 
style than for scientific papers. The author 
is also permitted more poetic license than in 
the ordinary medical contribution. 

The outline for this type of paper would 
depend on the subject selected. It should 
always begin with an introduction, in which 
the reader is given a preview of what is to 
follow. The remainder of the paper should 
be developed in logical fashion. 


Miscellaneous 


Finally, there are occasions when a phy- 
sician wishes to publish a brief observation, 
which does not warrant preparation of a 
formal scientific publication. Depending on 
what he has to say, this may assume the form 
of an editorial, clinical note or letter to the 
editor. In addition, the physician occasion- 
ally is asked to prepare book reviews or 
abstracts. 

The editorial is used to express a personal 
opinion or policy, to evaluate a recent dis- 
covery, or to comment on a current event. 
Fishbein,t who has written somewhere be- 
tween 4,000 and 5,000 editorials, says that a 
good editorial “should have something re- 
sembling a simple form. This form includes 
an introductory paragraph which states the 
problem to be considered, a body which 
succinctly sets forth the available evidence 
on the subject concerned, and a conclusion 
which gives the editorial writer’s opinion as 
to what may be accepted in this field of 
knowledge and which may at the same time 
cither condemn the course of action on the 
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basis of the evidence or suggest the type of 
research which may be needed to make 
further progress.” 

The physician who has devised a practical 
instrument or worked out a new technic or 
even improved one previously described will 
want to tell his colleagues about it. The only 
universal means of doing this is to publish 
the information in a medical periodical. 
Many periodicals have a special section called 
Clinical Notes for such material. Before pub- 
lishing such observations the author must 
make certain that the information has not 
been previously published. Medical history 
contains a number of instances of two phy- 
sicians in different parts of the world who, 
without the knowledge of the other, devised 
an identical instrument or method of treat- 
ment. And it is just as conceivable that some- 
one may have previously described a technic 
or instrument that a physician may think is 
original. So he searches the medical litera- 
ture, and after he is convinced that he does 
have something new to describe, he starts 
writing. As for any paper, he makes an out- 
line, which should contain first an introduc- 
tion in which he tells his reader what he in- 
tends to do and why, second, description of 
the instrument or technic, and third, a dis- 
cussion in which the author explains why he 
thinks his instrument or technic is of value 
and describes his experience with its use. 


The purpose of a book review is to evaluate 
a new book. The reviewer should tell the 
reader about the material contained in the 
book and then give his critical opinion of the 
value of the book. 


A physician who is scheduled to deliver a 
paper at a meeting of a medical society is fre- 
quently requested to submit an abstract be- 
forehand. Also, many journal editors request 
authors, when returning galley proofs, to 
submit abstracts for publication in abstract 
journals or journals that regularly include an 
abstract section. 

To write a really worthwhile abstract re- 
quires considerable thought. In the words 
of Waife,5 “To abstract requires an ability to 
see through a manuscript, to grasp the es 
sential points (often very difficult when the 
writer is obscure), and, in turn, to take the 
kernel of an idea and prepare it in a short 
form.” 


In conclusion, from the foregoing it can be 
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seen that a physician may have diverse kinds 
of medical data which he wishes to publish. 
The specific form that he will use will de- 

nd to a great extent on his subject matter. 
However, if he is striving for the highest index 
of readability, he will not adhere rigidly to 
the conventional forms but will adapt them 
to his own particular needs. 
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The Suicide Problem: Its Growing Importance 
for the Family Physician 


H. ‘T. ENGELHARDT, M.D., J. A. KNIGHT, M.D., and 
V. C. 


. C. BAIRD, M.D.,t Houston, Tex. 


This paper deserves careful and thoughtful reading. One wonders 
if the doctor is playing his proper role in this problem. 


THE PHYSICIAN frequently considers suicide as 
a rare happening and looks upon it almost as 
a medical curiosity. However, when viewed 
in its proper perspective just the opposite is 
true. There are annually approximately 20,- 
000 people in the United States who answer 
the question “to be or not to be” by com- 
mitting suicide. This is to be compared with 
14,000 people who are murdered; with 35,000 
who die annually from tuberculosis; and with 
40,000 who die as a result of automobile ac- 
cidents. Indeed, in England and Wales, 
suicides exceed the total number of fatal auto- 
mobile accidents. 


Statistics regarding the incidence of suicide 
are notoriously inaccurate. It has been 
pointed out that on many occasions self- 
inflicted deaths are recorded on the death 
certificate as being natural or accidental 
deaths. This is illustrated by the history of 
Mr. J. T. who was depressed for a number 
of years. He felt he had not progressed in 
his office as he had hoped he would. He had 
been chronically in debt. His plan for escape 
from this intolerable situation was to go deer 
hunting and shoot himself in such a fashion 
as to make it appear he had had a hunting 
accident. He anticipated that the death cer- 
tificate would indicate the cause of death as 
a hunting accident. Certainly many similar 
“accidents” are, in fact, premeditated suicide. 

The purpose of this communication is to 
bring the problem of suicide to the attention 
of physicians and present certain observa- 
tions on the subject. Statistically, the typical 
suicidal patient is a man who is usually over- 
weight or underweight, and who is trying to 
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escape from a situation which he believes js 
unbearable. If he kills himself, it will most 
likely be in May or June on a clear day during 
the first part of the week and in the early 
morning. 

The diagnostic category most often asso- 
ciated with suicide in the depressed patient 
is the involutional psychotic reaction. This 
is observed most frequently in individuals 
between the ages of 45 and 60. These indi- 
viduals are suicide risks because usually they 
have throughout their lives harbored suicidal 
tendencies, though they have been able to 
control them. Manic depressive psychosis 
may be considered along with the in- 
volutional psychotic reactions, though it is 
not as frequently associated with suicide. 
Patients with various types of schizophrenia, 
epilepsy, and certain varieties of psycho- 
neuroses, especially those of the obsessive 
compulsive types, frequently commit suicide. 
Waxberg,! in a study of 56 psychotic patients 
who committed suicide, found that 75% were 
diagnosed as having schizophrenia of the 
paranoid type. In a study of these patients 
he found on clinical examination that all re- 
vealed marked paranoid delusions. 

In classifying the types of suicide, physio- 
logic suicide? should be mentioned. One of 
the cases we have under observation at pres- 
ent illustrates this very nicely. The patient 
is a 46 year old diabetic of some 10 years 
standing, whose disease was originally con- 
trolled with an adequate diet and 30 units of 
protamine zinc insulin. The patient was 
properly instructed in the importance of diet 
and insulin. In spite of this, he no longer 
follows any known diet and takes 10 to 20 
units of protamine zinc insulin whenever he 
has difficulty concentrating on his work be- 
cause of drowsiness and a stuporous feeling. 
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On a recent examination, he was found to 
have ketone bodies in his urine and a blood 
sugar of 500 mg. per 100 cc. In spite of every 
effort to acquaint him with the dangers of 
acidosis and coma, he continues to neglect 
the treatment of his disease and refuses to 
see a physician except on rare occasions. 
Surely, this man is committing suicide al- 
though by not as dramatic means as the indi- 
vidual who cuts his throat. 

Oliven? believes that of the potential 
suicidal patients only a small fraction arouse 
medical attention with clear-cut psychotic 
symptoms. Usually their complaints are so 
vague and nondescript that the doctor’s 
suspicion is not alerted. He studied the pre- 
senting complaints in 94 cases of suicide. 
Twenty-one of the patients had general psy- 
chiatric symptoms, such as “nerves,” “de- 
pression,” “memory slipping,” and “foolish 
thoughts.” Twelve had direct suicidal 
symptoms such as recent attempts to commit 
suicide or suicidal pre-occupation. Eleven had 
general physical symptoms. Ten had degener- 
ative and nutritional symptoms. The re- 
maining were divided among such complaints 
as insomnia and dysmenorrhea. It is of 
interest that 3 of the patients were subject to 
episodes of acute alcoholism. 


In our study, in an industrial setting, of 89 
consecutive suicides as determined by death 
certificates, the most frequent presenting 
symptom was of a general psychotic nature. 
This accounted for 34.8% of the cases. 
Domestic trouble was the predominant prob- 
lem area for 18%; extreme financial diffi- 
culties complicated the lives of 5.6 per cent. 
Alcoholism was involved in 2.2% of the 
cases and 12.4 % of the patients suffered with 
poor physical health. In the remaining 27% 
of the cases, there were insufficient data to 
classify the symptoms properly. 

It is of interest to note that 65% of the 
patients in our study committed suicide by 
means of firearms. The instrument of death 
unquestionably varies with availability. For 
example, in 1927, 19.4% of the suicides in 
England were accomplished by hanging, and 
19% by poisonous gas, whereas only 6.5% 
were done with firearms. In Scotland, 14.7% 
committed suicide by hanging and 9.1% by 
the use of firearms. In the Union of South 
Africa, where one would assume firearms 
are readily available, 41% of the suicides 
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were accomplished by this means. ‘The 
choice of instrument in suicide varies appar- 
ently with sex; for example, in the years 1926- 
30, 41% of the suicides in white men in this 
country were done by the use of firearms, 
while only 14.7% of the white women used 
this as a mode of death. However, the women 
took their lives by means of poison in 31.9% 
of the cases, and the men in 11.7 per cent. 

It is thought that patients contemplating 
suicide select certain means of death and 
limit themselves to these modes, neglecting 
many simple and apparent ways of taking 
their lives. Suggestion is important in this 
connection, and it is for this reason news- 
papers should play down the mode of death in 
suicide. It has been shown repeatedly that 
persons contemplating taking their lives se- 
lect a means of death about which they have 
recently read in lurid press reports. This 
phenomenon may be referred to as psychic 
contagion. The genius Goethe, in writing 
of the troubles and suicide of Werther, may 
have purged himself of thoughts of self-de- 
struction, but, as Kern® points out, there fol- 
lowed a wave of suicides around the world 
when many a young man, frustrated in love, 
blew out his brains with a pistol while hold- 
ing a copy of Werther to his heart. 

The annual death rate due to suicide in 
the general population of the United States 
is 9.6 per 100,000. In our study of 89 suicides, 
the annual death rate was 13.75 per 100,000. 
This discrepancy, we believe, can be ex- 
plained on the basis of the age and sex of 
the population involved. Suicide rates are 
highly correlated with sex and age, being 5 
times more frequent in males than females, 
and varying from 6 per 100,000 in men at age 
20, to 80 per 100,000 in men over 60 years of 
age. Since the population of our series is 
predominantly male between the ages of 20 
and 65, we obtained an age-sex corrected rate 
of 23.5 per 100,000. It would appear then 
that the suicide rate of 13.75 for our popu- 
lation is well below that of the male popula- 
tion between 20 and 65 as a whole. 

The importance of considering age and sex 
in determining the suicide date is further em- 
phasized by the statistical fact that the suicide 
rate among white male physicians is 2 times 
that of the entire white male population. Yet 
when one compares the physicians’ suicide 
rate with the same age group of the male 


> 
, 
4 
| | 
4 


1538 SOUTHERN MEDICAL JOURNAL 


population, the difference is not statistically 
significant.® 

Many people have suicidal thoughts on one 
occasion or another. These thoughts are not 
associated with brooding nor is any thought 
given to actual self-destruction. The phy- 
sician should be cognizant of the fact that this 
occurs in many so-called normal individuals. 
In a study of 50 apparently healthy persons, 
Oliven® found that 39 admitted to suicidal 
thoughts. These ranged from only occasional 
ones to contemplating suicide every “once in 
awhile.” The reverse is true in the patient 
who broods for months or years over such 
morbid thoughts as “I’m no_ good,” or 
“There’s nothing to live for.” 


In an attempt to evaluate the personality 
structure of psychiatric patients who com- 
mitted suicide, Simon and Gilberstadt? ana- 
lyze the Minnesota Multaphasic Inventory 
Profiles of 26 individuals who later com- 
mitted suicide. It is significant that 19 of 
these had what was classified as depressive 
profiles and the remaining 7 were character- 
ized by defensiveness. The use of this and 
other psychologic testing media might be of 
value in detecting individuals who may be 
“subject to suicide.” 

The physician should carefully investigate 
every patient who admits to a suicidal ten- 
dency so he may refer the patient to a psychia- 
trist for appropriate preventive measures and 
treatment. It is disturbing, however, to 
realize that there are in reality no reliable 
procedures which the physician may apply 
to the patient to determine if he is a suicidal 
risk.§ 

In a study of the suicide problem in hos- 
pital practice, Pollock® points out that the 
chief reason why many of these patients take 
their lives is because the nonpsychiatric phy- 
sician does not consider the patient with an 
organic confused state and its reactions as a 
potential suicidal risk. Because of this un- 
awareness the physician does not take proper 
preventive measures. 

The problem of motivation in suicide is a 
complex one, which we would like to discuss 
briefly. No single factor can be clearly es- 
tablished as the cause. Most theories owe 
much to Freud’s'® view expressed in the 
paper, “Mourning and Melancholia,” which 
describes the dynamics of depression as es- 
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sentially the turning of one’s hostility and ag. 
gression against himself. If this retroflexed 
rage is severe enough the patient may be 
driven to suicide. 

Since depression is only part of the picture 
in trying to understand suicide, other factors 
should be explored. Durkheim" used a 
sociologic approach in his monumental study 
of suicide. He described 3 types of suicide: 
(1) Altruistic suicide, in which there is an 
over-integration of the individual with 50- 
ciety. The individual’s life is rigorously 
governed by custom and habit and he may 
commit suicide because of higher command- 
ments, either those of religious sacrifice or 
blind political allegiance. (2) Egoistic suicide, 
in which the individual is inadequately in. 
tegrated into his society. (3) Anomic suicide, 
in which there is a lack of regulation of the 
individual by society. His adjustment to so- 
ciety is suddenly disrupted as through great 
economic depressions or by sudden wealth. 

Fromm! holds a rather simple view re- 
garding the etiology of suicide. He states 
that suicide has to do with the whole balance 
concept of life as an enterprise which can 
fail. Many cases of suicide are caused by the 
feeling that life has been a failure and that 
it is not worth living anymore. One then 
commits suicide just as a business man de- 
clares his bankruptcy when losses exceed gains 
and when there is no more hope of recuper- 
ating the losses. The following note, left by 
one of our patients and addressed to her 
husband, seems to illustrate well this view. 
This note was written by an intelligent 23 
year old woman, married to a_ graduate 
student: 

Please forgive me, but I can’t stand myself any 
longer. I’m just a weakling. Please, please forgive me. 
I've asked the Lord to forgive me, too. He will, for 
He is good and understands. No one is to blame but 
myself. I just couldn’t accept my limitations. Now I 
know I couldn’t be a good wife to anyone. I'm too 
weak—too stupid. I don’t want to be a drag on any- 
one any longer. My [husband’s name] is wonderful. 
I could never love anyone but you, and all I’ve done 
to you (and Mother, too) is cause you heartache. I've 
tried to hold on to you, but it isn’t fair to you. 

Love, [Name] 

Can anything be done toward prevention 
of suicide? It is the ninth leading cause of 
death and probably deserves a level much 
higher in mortality statistics. 

The first step in prevention is to get rid of 
the misconceptions regarding _ suicide. A 
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leading one is that suicide is always a symptom 
of mental disease. The Japanese cultural ac- 
ceptance of hara-kiri refutes such a belief. 
Also many anthropologic studies of primitive 
cultures place suicide in a context different 
from mental illness. 

Another myth is that suicide is rare among 
Negroes. A study of patients in a psychiatric 
outpatient and inpatient facility will reveal 
as many depressed patients among Negroes 
as whites. 

Also, the factor of strong religious beliefs 
as an effective check against suicide have 
julled some physicians into complacency. Is 
it really true that certain religious groups 
have a lower suicide rate than other religious 
groups? Or has the severity of the stigma 
caused the truth to be hidden? 


It is a misconception that children do not 
commit suicide and that mentally defectives 
are too dumb to do so. Also, that those who 
talk about suicide never go any further than 
talk. This is false and the person’s discussion 
of it is a danger sign and may be a desperate 
plea on his part for help. This view is 
further strengthened by a recent study in St. 
Louis. One hundred thirty-four consecutive 
suicides were studied by means of systematic 
interviews with family, in-laws, friends, job 
associates, physicians, and ministers a short 
time after each suicide. It was found that 
69% of the suicides had communicated 
suicidal ideas and that 41% had specifically 
stated they intended to commit suicide. The 
study also revealed that in the majority of 
instances the suicidal communications were 
recent in origin, repeatedly verbalized, and 
expressed to many persons.}% 


There seems to be a tendency to give a 
warning of the impending event and to give 
others an opportunity to intervene. This 
warning is also a powerful threat; and, if it 
is not heard or is overlooked, the patient 
may then take action. Above all, the phy- 
sician should not heed the common counsel 
of avoiding direct questioning about suicide 
because of fear that he will put suggestions 
in the patient’s mind. The physician should 
ask leading questions. Frequently, by adroit 
questioning in this vein, a degree of rapport 
may be established. Often, the opportunity 
for the patient to talk about his suicidal im- 
pulses may be a form of emotional catharsis 
and give considerable relief. 
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Another mistaken idea is that the threat 
of criminal proceedings has a preventive ef- 
fect on suicide and attempted suicide. Statis- 
tical studies are not especially helpful at this 
point because of the many factors influencing 
the incidence of suicide. Suicide ceased to be 
a criminal offense on the European continent 
during the second half of the eighteenth cen- 
tury, but remained so in England. English 
suicide rates are lower than on the continent 
but one can speculate that the tendency 
toward concealment would be greater in this 
country than elsewhere, owing to the legal 
status of suicide acts. In Scotland, where 
legislation is in keeping with the continent, 
the suicide rates are lower than in England. 
The suicide rates for England in 1951, 1952, 
and 1953 were 13.2 for men and 6.8 for 
women.'* The corresponding rates for Scot- 
land were 7.7 and 3.4 respectively. 

Recognition of danger signs is the next 
major step in the prevention of suicide. First 
is the presence of depression, especially with 
agitation; but any depression is dangerous 
and can lead to suicide. The proper manage- 
ment of the depressed patient is outside the 
scope of this paper. We feel constrained, 
though, to mention insomnia as one of the 
symptoms of depression. When the patient 
wakes long before his time to arise, for ex- 
ample, around 4:00 a.m., he is an excellent 
candidate for suicide. 

A history of suicide in the family is valuable 
to the physician in understanding and treat- 
ing his patient; and, of course, a past history 
of a suicidal attempt is of considerable im- 
portance. This offers a major field for pre- 
ventive work, because many a person will 
repeat the attempt. 

Every patient who has attempted suicide 
should have a psychiatric evaluation and de- 
finitive treatment. Many hospitals have a 
plan whereby every patient brought to the 
Emergency Clinic who has made any kind of 
suicide attempt, no matter how minor, must 
be evaluated by the resident psychiatrist as 
part of the disposition of the patient. If it 
appears that the patient made only a manipu- 
lative gesture and his physical condition is 
satisfactory, he is allowed to go home after 
counseling with him and his family and 
giving him an early appointment to the out- 
patient psychiatric clinic or referring him to 
a private psychiatrist. If the patient made a 
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genuine attempt he is hospitalized for psy- 
chiatric evaluation and treatment. Often 
physicians do not feel the same concern for 
suicide as for medical or surgical fatalities. 
There is some tendency to feel that suicide is 
the individual’s own business and he has a 
right to die if he wishes. And we have heard 
patients say, “If I want to die, I should be 
allowed to. After all, this is a free country.” 
All threats or gestures of suicide, though 
spoken of in jest or seemingly insincere, 
should never be lightly dismissed. Although 
the patient may not carry out the threat, al- 
most everyone who does commit suicide has 
given some earlier warning of his intention. 
Lay persons must be trained to do preven- 
tive work. Often suicide occurs when a 
patient seems almost recovered from a de- 
pression. Physicians are aware of this, and, 
in spite of apprising families of this hazard, 
patients are often signed out of hospitals 
against medical advice and forthwith commit 
suicide within hours after removal. 
Especially would we like to comment on 
the role of the clergyman in suicide preven- 
tion. When in trouble, many people auto- 
matically turn to their church for consolation 
and guidance. The wise pastor, counseling in 
his study, does much to help banish the 
burden of guilt, anger, and depression. The 
priest, through the confessional, offers God's 
forgiveness and a new beginning. This is a 
ministry of healing, and its value in restoring 
equilibrium to the troubled, we estimate, is 
beyond measure. 
Public education is of great importance in 
preventing suicide. We are still restrained by 
prejudice, and other factors, in our efforts 
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to provide effective psychiatric treatment, 
Mental illness is generally considered dis. 
graceful and those who try to commit suicide 
are often considered weak and useless. The 
danger signals of suicide should be widely 
publicized. Mental hygiene clinics could 
greatly aid by accepting this practical prob. 
lem and giving educational help. 


An even more crucial step in suicide pre. 
vention is the vigorous training of parents 
and teachers in the principles of mental 
hygiene. Fromm contends that it is a safe 
assumption that a high suicide rate in a given 
population is expressive of a lack of mental 
stability and mental health. If this is true it 
behooves all of us to work for a high level of 
emotional health. 
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rob- JACK REISS, M.D.,t Coral Gables, Fla. 

= Here is a reminder to the physician attending a patient with thoracic injury of his diagnostic 

ntal responsibilities and other matters of importance in light of possible medicolegal action. 

safe 

iven Avro AcCIDENTs are the third largest cause be resorted to if necessary. X-ray studies 

ntal of death. Forty thousand people died in 1958 — should be repeated the day following admis- 

e it as the result of motor vehicle accidents. There sion and before discharge. 

I of were 1,500,000 injuries attributed to automo- In traumatic pneumothorax the lung may 
bile accidents.t This has become an important —_ he expanded by thoracentesis. However, in 
national problem from the public health the case of a persistent air leak as shown 

a standpoint, as well as a great legal problem py an increase in pneumothorax, tension 

vatric because the courts have been flooded with — pneumothorax or cardiac tamponade, catheter 

ent of suits resulting from this large number of drainage is used. Aspiration of hemothorax 
nd J. accidents. is preferable to catheter drainage. 

ot To The chest is frequently injured in motor The indications for open thoracotomy are 

ved vehicle accidents and I will limit my discus- —_intrapleural bleeding which persists, massive 

ame sion to this particular phase of trauma. In clotted hemothorax, cardiac tamponade, large 

“i injury to’the thorax, we must be aware of — wounds of the trachea or bronchi, esophageal 

» Per- the possible complications that may result and laceration or perforation, and injuries or sus: 

— do the appropriate examinations, laboratory _ pected injuries to the diaphragm.* 

ne tests and consultations. One must call on the One must devote his attention to the re- 

, Cali- 


specialist to help with the problem cases since 
a litigation may arise and the advice of con- 
sultants will be helpful. 


duction of morbidity, and the sequelae by 
preventing the development of empyema with 


subsequent rigid fibrous encasement of the 
(trans- 

and G. In severe compression of the chest wall, as lung. This is best done by early and repeated 
hart & when the wheel of a truck passes over the aspiration of the fluid and air from the 
aan thorax, many minute hemorrhages occur pleural cavity. Decortication of the lung 
= throughout both lungs. The patient presents should be performed when there is a signifi- 
fag himself with severe dyspnea, hemoptysis and cant deposition of organizing fibrin on the 
man & occasionally cyanosis. This was described by pleural surfaces reducing pulmonary func- 


Burford and Burbank* as “traumatic wet tion. With the advent of the modern pulmo- 
lung.” Characteristic of this condition is the nary function laboratory, the status of pulmo- 
usual rapidity of improvement, clinical as nary function of each lung can be evaluated. 
well as that shown by x-ray, if the patient Negative chest films prior to accident, a defi- 


survives the first few days. nite lesion caused by trauma, and a reduction 
In injuries to the thorax, the physical signs of pulmonary function by ventilatory studies, 

may be misleading. A roentgen-ray examina- all afford excellent medicolegal support for 

tion with films on inspiration and expiration,  "@umatic etiology. 

with the patient in the upright position and There is a great difference of opinion as 

in the lateral position, is important as soon as = whether trauma can excite latent or 

the general condition of the patient will per- inactive tuberculosis. However, laboratory 


mit. Bedside radiologic examination should studies on guinea pigs have demonstrated 
that direct trauma to a healed tuberculous 
_tFrom the Pulmonary Disease Section, Veterans Administra- lesion can reactivate the disease. There are 


tion Hospital, and th ° 
Miami School of Medicine: Coral Goble cine: University of many cases in which injuries to the chest re- 
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activated a dormant or healed lesion.® (Tu- 
bercle bacilli can be cultured from calcified 
lesions 10 to 20 years after the patient has 
been declared inactive.) 

Cardiac injury from automobile accidents 
alone in the United States is in the range of 
150,000 people annually. The incidence can 
only be estimated because the mortality is 
relatively low and the morbidity generally 
minimal. 

Trauma to the thorax may cause rupture 
of the heart, contusions or laceration of the 
heart, hemopericardium, pericardial lacera- 
tion, myocardial hemorrhage, pericarditis, 
rupture of septum, valvular laceration or rup- 
ture. Injury to the chest may cause sudden 
death,? and on postmortem examination no 
evidence of cardiac injury or pathologic 
change can be demonstrated to explain the 
cause of death. Cardiac standstill or one of 
the fatal arrythmias may be the cause. 

Myocardial contusion or traumatic peri- 
cardial lesions are usually well tolerated and 
the clinical findings transient and difficult 
to recognize.*:® However, the sequelae of this 
type of cardiac trauma may be serious. There- 
fore a careful evaluation of every injured in- 
dividual for cardiovascular trauma is essen- 
tial, if the more serious complications are to 
be recognized and treated effectively. 

An interesting study by Kapp,!° as well as 
by others, has shown that trauma or unusual 
effort can cause coronary thrombosis. The 
medicolegal approach to the problem must 
be based on a thorough history, objective 
findings, and impartial attitude. Causal rela- 
tionship varied from 17 to 57% ixf the series 
studied by Kapp. 

The question of nonpenetrating trauma as 
a cause of thrombosis of the coronary artery 
is a controversial subject. Warburg!! and 
Boas!? believe that coronary thrombosis oc- 
curs more frequently than is appreciated. 
However, Parmley, Manion, and Mattingly® 
and others!*.14 are of the opinion that coro- 
nary thrombosis may occur but is rare. In- 
jury to a coronary artery in the form of 
laceration or rupture is not rare. Ten such 
cases were seen by these authors. 

In motor vehicle accidents, the injury to 
the head, extremities and other parts of the 
body may be so severe that trauma to the 
heart is unsuspected. Extensive and severe 
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cardiac contusion and laceration from non. 
penetrating trauma may occur without ex. 
ternal evidence of chest injury.4® This is ex. 
emplified in the following case reported by 
Parmley and associates.® 

A 20 year old man riding a motorcycle collided 
with a truck. He was conscious; his blood pressure 
was 100/70. He had abrasions of the face and lower 
extremities, but no external evidence of chest injury, 
Within 30 minutes he became semicomatose, cyanotic 
and began to cough. The blood pressure fell to 60/40 
and the heart rate was 108 per minute. The chest 
x-ray film was considered normal. He was given 
oxygen therapy and transfused with 500 cc. of blood, 
He died suddenly 6 hours and 45 minutes after injury. 


At autopsy the pericardium was intact but distended 
with 380 cc. of blood. A laceration, 2 by 1.2 cm. and 
extending 0.5 cm. into the myocardium of the lateral 
aspect of the left ventricle at its midportion, was 
surrounded by ecchymosis. A branch of the anterior 
descending coronary artery was included in the lacera- 
tion and was responsible for the hemopericardium. In 
addition, a depressed contused area, 2 by 1.2 cm. in 
a sagittal plane, was found on the posterior aspect of 
the left ventricle. On opening the heart it was noted 
that the posterior papillary muscle of the mitral valve 
was lacerated at its base.6 

Trauma to the chest has become an im- 
portant medicolegal problem as the thorax 
and its contents are frequently injured in 
traffic accidents. Our present day society re- 
quires evaluation of disability and the settle- 
ment of claims of the injured. 

The amount of disability caused by the 
injury to the chest wall, ribs, diaphragm, 
pleura and lungs can only be evaluated by 
a careful history, physical examination, x-ray 
studies, fluoroscopy, pulmonary function and 
other laboratory tests. Criteria have been es- 
tablished whereby the relation of trauma to 
the production of cardiac disability can be 
evaluated .1617 

In the management of the patient with 
trauma to the chest, particularly traumatic 
cardiac injury, the psychologic implications 
are also of great importance. Every measure 
should be taken to prevent neurosis and iatro- 
genic disease. Litigation too frequently stems 
from undue concern on the part of the phys- 
cian or a thoughtless remark in regards to 
injury to the heart. 

The role of pre-existent pulmonary or cal- 
diac disability must be considered and evalu: 
ated. The problem of aggravation of pre 
existent disease by trauma presents a dilemma 
in the medicolegal evaluation. 

Special care is necessary in the examination 
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of these patients in view of the inaccurate 
or exaggerated statements made by some 
claimants because of the financial implica- 
tions. Insurance costs are distributed to the 
consumers in added cost of goods and services. 
We all now pay for these risks. 


Summary 


1. Auto accidents are a common daily oc- 
currence, and any physician may be called to 
treat the injured individuals. 

2, Injury to the chest occurs frequently 
and surgical intervention may be essential to 
save life. One should call on the thoracic sur- 
geon for help. 

3. The physical signs may be misleading 
in trauma to the chest, and proper x-ray 
examinations are essential to avoid errors in 
judgment as well as for medicolegal reasons. 

4. Injury to the heart occurs more often 
than is realized and is well tolerated by the 
patient. The clinical findings may be tran- 
sient and difficult to recognize but the 
sequelae may be serious. 

5. With the recent great advances in car- 
diac surgery and the use of extracorporeal 
circulation, the early diagnosis of atrial rup- 
ture and rupture of the septum may be amen- 
able to surgery. 

6. Modern society requires evaluation of 
disability and the settlement of claims of the 
injured. The physician has to evaluate the 


resultant disability caused by the trauma. 

7. Physicians treating patients injured in 
automobile accidents must realize that the 
psychologic implications are very important. 
They must take measures to prevent neurosis 
and iatrogenic disease. The financial implica- 
tions involved may cause some claimants to 
exaggerate their symptoms and prolong their 
illness unduly. 
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Splenectomy for Hypersplenism: 


R. RANDOLPH BRADHAM, M.D.,} Charleston, S. C. 


The author reviews the indications for splenectomy in systemic 


disease, and something as to prognosis. 


Introduction 


HyprrsPLENISM is a term rather universally 
used to indicate increased activity of the 
spleen. This is usually accompanied by splenic 
enlargement but not associated with any spe- 
cific histologic changes in the spleen. Sup- 
pression or destruction of one or more cellu- 
lar elements of the peripheral blood occurs 
and is manifested clinically by anemia, throm- 
bocytopenia, leukopenia, or any combination 
of these. It is considered to be “primary” 
when no other disease state co-exists and “sec- 
ondary” when there is some other underlying 
disease state. 


Physiology 


The physiology of the spleen remains quite 
controversial. Some observers believe that a 
dysfunction exists rather than a_ hyperfunc- 
tion and object to the term “hypersplenism.” 
Congenital hemolytic anemia (hereditary 
spherocytosis) is cited as an example. Here 
there is a defect of the red cell itself and 
when subjected to stasis in the splenic sinus- 
oids it is rapidly destroyed. This may well 
demonstrate a passive splenic function rather 
than a hyperfunction. 


Many investigators have made important 
contributions toward a better understanding 
of splenic function in these hematologic dis- 
orders; those of Doan,! Dameshek,? Evans 
and associates* have been outstanding. It is 
Doan’s premise that there is phagocytosis and 
hypersequestration of the cellular elements 
of the blood within the spleen leading to 
reduction in the peripheral blood. Dameshek 
advanced the theory that the spleen liberates 
a substance which acts upon the bone mar- 
row to inhibit maturation of the cellular 
elements or their delivery into the peripheral 
blood. Evans suggested that antibodies pro- 


*Presented before the American College of Surgeons Sec- 
tional Meeting, Charleston, S. C., January 19, 1959. 

+From the Department of Sureery, Medica! College of 
South Carolina, Charleston, S. 


duced by the spleen act upon the cells and 
cause their destruction in the peripheral 
blood. Substantial experimental work sup. 
ports each of these theories and it is possible 
that all may act jointly to produce the var. 
ious cytopenias. 


Primary Hypersplenism 


Primary hypersplenism exists when the 
spleen has been implicated as a primary fac. 
tor in the pathogenesis of a disorder in which 
one or more cellular elements of the 
ripheral blood are reduced. These disorders 
are: 

1. Hereditary spherocytosis (congenital) 
hemolytic anemia) 

Idiopathic thrombocytopenic purpura 
Primary neutropenia 
. Pancytopenia 

Characteristically there is a reduction of 
the specific cell or cells in the circulating 
blood, an increased response in the bone 
marrow to produce the deficient cell or cells, 
and with the exception of thrombocytopenic 
purpura, the spleen is usually enlarged. 
Splenectomy achieves spectacular improve: 
ment in 85 to 90% of the cases when patients 
are carefully chosen for operative treatment. 

Hereditary spherocytosis. Congenital hemo- 
lytic anemia, more accurately called heredi- 
tary spherocytosis is a congenital disease trans- 
mitted in both sexes as a mendelian dominant 
trait. It is characterized by hemolytic crises 
in one or more members of a family. These 
may be mild or severe, and are often it- 
itiated by trauma or infection and manifested 
by fever, nausea, vomiting, abdominal pain, 
and jaundice. Owren* found that a isis 
could be aplastic as well as hemolytic. The 
spleen is moderately enlarged in approxt 
mately 80% of the cases and the liver in 50 
per cent. Cholelithiasis is common enough 10 
make cholecystogram essential in the study 
of these patients. The red blood cells are 
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spheroidal in shape and have an increased 
fragility. Reticulocytosis reflects the effort of 
the hyperplastic bone marrow to maintain 
production to keep up with destruction of 
the red cells. The Coombs’ test is negative, 
important in differentiating this disease from 
the acquired hemolytic anemia. 


Splenectomy is the treatment of choice and 
results in cessation of crises and anemia in 
90% of the cases. If possible it should be 
done electively when the patient is not in a 
crisis. Most patients can be supported through 
a crisis with antibiotics, transfusions, steroid 
therapy, and other general supportive care. 

Idiopathic thrombocytopenic purpura is 
characterized by bleeding tendencies which 
range from mild purpura to those of fulmi- 
nating hemorrhages. It is more common in 
children but not uncommon in adults. Spon- 
taneous remission occurs frequently in chil- 
dren, and many of these remissions are sus- 
tained. In adults, remissions are less likely to 
be permanent. Splenomegaly and _hepato- 
megaly are uncommon. There is depression 
of the platelets in the peripheral blood. The 
bone marrow shows increased production of 
megakaryocytes but platelet budding is ab- 
sent. Bleeding time is prolonged and clot 
retraction defective. Many observers have 
commented on the capillary fragility that 
these patients have which may account for 
cessation of bleeding in some patients follow- 
ing splenectomy even though the platelet 
count does not rise. 


A significant number of patients with this 
disorder will get permanent remission with 
adequate steroid therapy. This coupled with 
the spontaneous remission common in chil- 
dren should dictate a conservative program 
initially, saving splenectomy for recurrences 
following response to steroids, chronic dis- 
ease, or severe uncontrolled bleeding. Sple- 
nectomy yields satisfactory results in approxi- 
mately 85% of the patients after operation 
when careful indications for splenectomy are 
followed. 


Primary splenic neutropenia is a rare dis- 
order which was actually predicted before 
being found by Wiseman and Doan? in 1939. 
Depression of the granulocytes in the pe- 
ripheral blood, bone marrow hyperplasia of 
the deficient granulocytes, splenomegaly and 
recurrent episodes of infection usually char- 
acterize this disease. In practice it is difficult 
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to separate pure primary neutropenia from 
Felty’s syndrome which represents neutro- 
penia associated with a rheumatoid condi- 
tion. Splenectomy yields good results in both 
diseases, although it does nothing for the 
rheumatoid condition in Felty’s syndrome. 

Splenic pancytopenia. In this condition all 
three cellular elements of the blood are de- 
pressed simultaneously. Anemia, leukopenia 
with a tendency to develop infection, and 
thrombocytopenia associated with varying de- 
grees of purpura occur. The course may be 
acute or chronic. The spleen is usually en- 
larged and the bone marrow is hyperplastic 
for all 3 cellular elements. So few cases have 
been reported that predictions of the effective- 
ness of splenectomy cannot be accurately 
made, but good results will probably be ob- 
tained in 50% or more of the cases splenec- 
tomized. 


Secondary Hypersplenism 


Identical hematologic disorders as already 
described under primary hypersplenism are 
produced by splenomegaly due to some spe- 
cific disease process. Therefore, there would 
exist a hemolytic anemia, thrombocytopenia, 
neutropenia, and pancytopenia, all secondary 
to an enlarged spleen caused by some dis- 
ease. Among the many conditions which have 
been known to cause secondary hypersple- 
nism are: 

1. Congestive splenomegaly 

2. Neoplasms (lymphomas, leukemia, 

Hodgkin’s disease) 

3. Infections (brucellosis, tuberculosis) 

4. Gaucher's disease 

5. Sarcoidosis 

6. Lupus erythematosis 

7. Parasites 

Diagnostic criteria are similar to those used 
in primary hypersplenism. Because of the 
associated disease, signs and symptoms may 
vary widely and become quite confusing and 
complicated. The spleen is usually enlarged 
to a much greater degree than in primary 
hypersplenism. Most of these patients are 
poor operative risks so much consideration 
must be given to the preoperative prepara- 
tion. The results of splenectomy are much 
less promising than in primary hypersplenism 
and this procedure should be done only after 
thorough study of the patient. Splenectomy 
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is only a palliative procedure as the under- 
lying disease is not cured. Biopsies of the 
liver, mesenteric lymph nodes, and retroperi- 
toneal nodes should be done at the time of 
splenectomy. Coller® reported good results in 
41% of 41 cases, and Ferris‘ reported good 
results in 59% of 44 cases. 

Congestive splenomegaly is the most com- 
mon condition encountered in this group 
and may be the cause of suppression of one 
or more cellular elements in the peripheral 
blood. It is associated with portal hyperten- 
sion, a condition about which a great deal 
has been learned in the last decade, though 
it does not fall within the scope of the pres- 
ent discussion. 

Bleeding esophageal varices and ascites 
may or may not co-exist. The spleen is en- 
larged and can attain great size. The portal 
hypertension is most commonly caused by 
cirrhosis of the liver in adults and extra- 
hepatic obstruction of the portal or splenic 
vein in children. Any or all of the cellular 
elements may be suppressed. Likewise there 
is hyperplasia of deficient cells. Liver func- 
tion will be impaired unless an extrahepatic 
block exists. Splenectomy is not indicated 
primarily to relieve the portal hypertension 
but to relieve the cytopenias which are be- 
lieved to be secondary to the enlarged spleen. 
Any surgeon performing splenectomy in this 
condition should understand the rationale of 
combining this procedure with a splenorenal 
shunt and must be prepared to perform one. 


Unclassified Hypersplenism 


There is a third group of disorders for 
which splenectomy is sometimes indicated 
which defies classification in either the pri- 
mary or secondary groups but which may 
show the manifestations of hypersplenism. 
They are: 

1. Idiopathic acquired hemolytic anemia 

2. Hypoplastic anemia 

3. Felty’s syndrome 

Felty’s syndrome has already been briefly 
discussed so no further consideration will 
be given here. Idiopathic acquired hemolytic 
anemia and hypoplastic anemia represent two 
of the greatest challenges to the physician in 
diagnosis and treatment. 

Idiopathic acquired hemolytic anemia is 
believed to be due to abnormal immunologic 
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responses in which auto-antibodies attach 
themselves to the normal erythrocyte and 
cause agglutination and hemolysis. This js 
the basis of the Coombs’ test which usually is 
positive in this disorder. The disease usually 
appears in adults and may be acute or chronic, 
Fever, weight loss, jaundice, and malaise are 
prominent. Splenomegaly occurs in approxi- 
mately half of the patients and may be ac. 
companied by hepatomegaly and abnormal 
liver function. Spherocytosis is a stage in 
preparation for destruction of the red cell. As 
in other types of hemolytic anemia there js 
reticulocytosis and hyperplasia of the eryth- 
roid elements. Fragility of the red cells may 
be increased. 


Two other diagnostic studies are extremely 
important in evaluating these patients for 
splenectomy. One is the determination of the 
survival time of the red cell by incubating 
a quantity of these cells with radioactive 
chromate and determining the time of dis- 
appearance of these cells from the peripheral 
circulation. A shortened survival time would 
mean that increased destruction of red cells 
is taking place. The other determination is 
the clearance of plasma iron which gives an 
indication of the rate of production of red 
cells. Radioactive iron is infused into the cir- 
culating blood. Its rate of disappearance from 
the plasma will give an indication of how 
rapidly the newly formed cells are taking it 
up. Rapid disappearance from the plasma 
should occur in hemolytic anemia and slow 
disappearance should occur in hypoplastic 
anemia. Comparing the rate of production 
and rate of destruction of the red cell is 
extremely helpful in evaluating patients for 
splenectomy. 

Because there is good evidence that the 
spleen takes part in destruction of damaged 
cells and also in the formation of auto-anti- 
bodies, splenectomy must be considered as 
rational treatment for acquired hemolytic 
anemia. Steroid therapy tends to reduce auto- 
antibodies and has a depressing effect on 
the reticuloendothelial system so is probably 
the initial treatment of choice. Splenectomy 
should be reserved for the chronic cases. A 
satisfactory result is obtained by splenectomy 
in approximately 50% of the patients sple- 
nectomized. 

Hypoplastic anemia. One of the present 
frontiers in this group of disorders and one 
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in which much more work need be done 
is that of hypoplastic anemia for which 
splenectomy occasionally results in signifi- 
cant palliation. Splenectomy for hypoplastic 
anemia is not a new concept as it was done 
in Eppinger’s Clinic in Vienna in 1913, and 
by Larrabee in this country in 1921. Just why 
it is helpful in this disease is not known but 
it may be due to some inhibiting effect which 
the spleen exerts on the bone marrow. 


Heaton, Cohen, and Crosby§ presented a 
very excellent paper at the meeting of the 
American Surgical Association in 1957 on hy- 
poplastic anemia treated by splenectomy. The 
results of 35 well-documented cases reported 
in the literature as well as the results in 
12 of their own cases were reviewed. Twenty 
of the 35 cases in the literature were im- 
proved by splenectomy and 6 of their own 12 
cases were improved. There were a significant 
number of cases in each group in which there 
was delayed rather than immediate improve- 
ment. The diagnosis depends upon the dem- 
onstration of hypoplastic or aplastic bone 
marrow. Studies of red cell survival and 
plasma iron clearance are again important. 
The results of splenectomy in this disease are 
not dramatic. Not more than half of the 
patients will benefit by splenectomy and in 
those that do, improvement will be modest 
and often slow. These patients represent poor 
operative risks and must be given every avail- 
able support especially with blood transfu- 
sions, platelets and antibiotics. Splenectomy 
is indicated only when bleeding due to throm- 
bocytopenia, or infection due to granulocyto- 
penia becomes a threat to life, and when the 
patient is incapacitated by need of frequently 
repeated blood transfusions. 

Splenectomy occasionally is indicated for 
sickle cell anemia, nonspherocytic congenital 
hemolytic anemia, and Cooley’s anemia. Cure 
cannot be achieved. Only palliation by re- 
ducing the frequency of transfusion can be 
anticipated in a small per cent of the patients. 
Selection for splenectomy should be based on 
accurate diagnosis plus the demonstration of 


a significantly shortened red cell survival 
time. 


Considerations in the Technic of Splenectomy 
There are several points which warrant 
consideration when splenectomy is done for 


one of this group of diseases. Ligation of the 
splenic artery before removal of the spleen 
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offers these advantages: (1) The patient re- 
ceives an autotransfusion through the splenic 
vein when the spleen contracts. (2) The spleen 
becomes smaller making removal less diffi- 
cult. (3) In thrombocytopenic purpura the 
hemorrhagic tendency improves immediately 
and in hemolytic anemias transfusion may be 
started early in the procedure. A thorough 
search must be made for accessory spleens be- 
cause these can cause a recurrence of hyper- 
splenism. The gallbladder should be palpated 
for calculi. Liver biopsy and excision of one 
or more retroperitoneal and mesenteric lymph 
nodes may well contribute valuable informa- 
tion especially in the group of diseases causing 
secondary hypersplenism. 


Summary 


A group of hematologic disorders which 
may be improved by splenectomy have been 
discussed. The majority are classified under 
a broad general term “hypersplenism.” They 
are considered to be “primary” when no other 
disease state co-exists and “secondary” when 
some other disease causes the enlargement of 
the spleen. Several of these disorders cannot 
be classified as either primary or secondary. 
Prominent theories as to the pathogenesis of 
hypersplenism are reviewed. Each disorder is 
discussed in regards to diagnosis, treatment, 
and results of treatment. Important considera- 
tions in the technic of splenectomy are 
stressed. Close cooperation between hematolo- 
gist and surgeon is essential in management 
of these hematologic disorders. 


Acknowledgment 


I would like to express my appreciation to Drs. 
Cheves Smythe and Charlton de Saussure for their 
help in preparation of this paper. 


References 


1. Doan, C. A.: Primary Splenic Pan-Hematopenia, J. Lab. 
& Clin. Med. 30:385, 1945. 

2. Dameshek, W.: Leukopenia and Agranulocytosis, New 
York: Oxford University Press, 1944; Dameshek, W., and 
Welch, C.: Hypersplenism and Surgery of the Spleen, 
New York: Grune & Stratton, Inc., 1953. 

3. Evans, R. S., Takahashi, K., Duane, R. T., Layne, R., 
and Lin, C. K.: Primary Thrombocytopenic Purpura 
and Acquired Hemolytic Anemia: Evidence of a Common 
Etiology, Arch. Int. Med. 87:48, 1951. 

4. Owren, P. A.: Congenital Hemolytic Jaundice: The 
Pathogenesis of the Hemolytic Crisis, Blood 3:231, 1948. 

5. Wiseman, B. K., and Doan, A.: Newly Recognized 
Granulopenic Syndrome Caused by _ Excessive Splenic 
Leukolysis and Successfully Treated by Splenectomy, J. 
Clin. Invest. 18:473, 1939. 

6. Coller, F. A.: The Spleen and Some of its Diseases that 
May be Treated by Surgery, Ann. Roy. Coll. Surgeons 
England 17:335, 1955. 

7. Ferris, D. O., Hargraves, M. M., and Menges, C. G. H.: 
Splenectomy for Hypersplenism, S. Clin. North America, 
August, 1119, 1957. 

8. Heaton, L. D., Crosby, W. H., and Cohen, A.: Splen- 
ectomy in the Treatment of Hypoplasia of the Bone 
_— A Report of Twelve Cases, Ann. Surg. 146:637, 


ch 
nd 
is 
BS 
lly 
Lic. 
are 
ac- 
nal 
in 
As 
is 
th- 
nay 
ely 
for 
the 
ing 
tive 
dis- 
eral 
uld 
ells 
n is 
an 
red | 
cir- | 
rom 
how 
ig it | 
sma 
slow ‘ 
astic | 
tion 
ll is 
| 
; 
| 


Observations on the Clinical Effects of 
Brief Maximal Isotonic Exercises* 


DONALD L. ROSE, M.D.,+ Kansas City, Kan. 


The author demonstrates interesting effects from brief exercises in 
lifting of weights, in terms of prolonged maintenance of strength. 


Most PHYSICIANS prescribe “exercise” as 
though this were a specific therapeutic pro- 
cedure. Even the average physiatrist and or- 
thopedist, although aware of the broad divi- 
sions of resistive exercises into isometric and 
isotonic, rarely differentiate between the two 
or give much thought to properties which 
perhaps are unique to each in their prescrip- 
tion for exercise. Further, the objective action 
of motor performance has so focused atten- 
tion on the muscular component of exercise 
that the importance of the neurologic ele- 
ment has been largely overlooked. The pur- 
pose of this discussion is to present data 
which, it is hoped, will stimulate additional 
clinical interest in those aspects of therapeutic 
exercises which are probably more nearly 
neural than muscular in basis. 

The studies of Hettinger and Miiller' on 
the relationships between strength induction 
and duration/frequency of isometric exercise 
have yielded extremely interesting informa- 
tion. In brief, these authors report that:— 


1. Muscle strength can be increased approximately 
5% per week when the muscle is loaded to less than 
one-third its maximal strength. 

2. Strength can be induced more rapidly by in- 
creasing the load. However, loads beyond two-thirds of 
maximal apparently result in no further increases in 
strength. 

3. One daily muscular contraction held for 6 sec- 
onds is as effective as longer periods (up to exhaustion). 
One daily exercise period is as effective as more fre- 
quent periods (up to 7 per day). 

4. Concurrently with improvement in strength, 
muscular hypertrophy regularly results. 

5. Endurance (holding time) remains unchanged 
with increase in strength. 


6. There is a ceiling on the development on 


*Read before the Section on Physical Medicine and Re- 
habilitation, Southern Medical Association, Fifty-Second An- 
nual Meeting, New Orleans, La., November 3-6, 1958. 

+From the Department of Physical Medicine, University of 
Kansas Medical Center, Kansas City, Kan. 


strength. Exceeding this maximum is prevented by 
pain. 


7. Maximal strength appears to be about 8 times 
the tension demanded by everyday activities. 

8. The increase in strength so gained appears to 
persist with no further exercise provided only that 
the initial training effort is fairly prolonged. 

Other authors have repeated the principles 
of this work and have confirmed the above 
findings with the exception of the production 
of muscular hypertrophy.?:3 

In the course of our studies, observations 
have accrued which are believed to be of 
general interest to those employing thera- 
peutic exercises. These observations indicate 
that there is much yet to be learned of the 
medical uses of these procedures. With this 
in mind, the discussion to follow is presented 
in an occasionally speculative sense in hope 
of stimulating additional investigative inter- 
est in this medically neglected field. 


Technic 


The purpose of the study was to attempt 
to produce an increase in strength in normal 
individuals as well as those in whom local 
muscular weaknesses were present, utilizing 
the principle of brief maximal exercise de- 
scribed by Hettinger and Miiller, but employ- 
ing exercise in an isotonic rather than iso- 
metric sense. 

Only the quadriceps femoris in adults was 
employed in this study. This muscle was se- 
lected because of the technical ease of per- 
forming the exercise, because the position of 
the limb, the stability of the joints affected 
and the uniform loading of the muscle 
throughout the arc of motion can be con 
trolled, and because of extensive experience 
in exercising this muscle under other pe 
formance conditions. 


With the individual in the sitting position, 


1548 


in 


cre 


St 


vol 
the 
4 | to 
de: 
\ ple 
lar 
ter 
no 
an 
| 
sit 
er 
we 
tal 
or 
alt 
eff 
eff 
| 
Tl 
be 
Va 
th 
a 
su 
d 
ad 
ce 


yf 


d by 
times 


Ts to 
that 


iples 
bove 
‘tion 


tions 
e of 
1era- 
icate 
the 

this 
nted 
hope 


nter- 


-mpt 
rmal 
local 
izing 
> de- 
ploy- 
| 180- 


was 
Se 
per 
yn of 
ected 
uscle 
con- 
ience 


per 


ition, 


VOLUME 52 MAXIMAL ISOTONIC EXERCISES—Rose 1549 


the distal end of the thigh was blocked up 
to produce an angle of approximately 12 
degrees between the femur and the horizontal 
plane to take advantage of the known effect 
of limb position on muscle performance.* 

The quadriceps was loaded by weights at- 
tached to the foot after the manner popu- 
larized by DeLorme.5 The leg was thus ex- 
tended from 90 degrees flexion to 180 de- 
grees extension and maintained at this latter 
point for 5 seconds by timed count or metro- 
nome. The rest position was then resumed 
and the weights were removed. This consti- 
tuted the exercise bout in its entirety. 

The only deviation from the exercise po- 
sition described was in the strapping of the 
pelvis to the table when heavier loads were 
employed. This was necessary to prevent the 
weight load from levering the body from the 
table. No effort was made either to conceal 
or to reveal the weight load to the subject, 
although he usually knew the amount. No 
effort was made to exhort him to a greater 
effort. The procedure was usually repeated 
daily 5 days per week. 


Results 


Establishment of the Initial Maximum. 
The intent initially in each subject was to 
determine the maximal weight which could 
be lifted by the quadriceps under the cir- 
cumstances noted above. Having found this 
value, the next objective was to determine 
that increment which could successively be 
added on each attempt. 

Figure 1 demonstrates the attempts to lift 
successfully and progressively an amount of 
additional weight each time. 

The left hand graph demonstrates the ear- 
nest efforts of a young athlete to lift an 
additional 5 pounds each time. Although this 
increment could not be lifted twice in suc- 
cession, the trend appears to be one of in- 
creased performance in strength. 


FIG. 1 
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Strength induction response to varying units of increment. 
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Strength induction and maintenance in a normal individual. 
Lower curve represents circumferential measurement as in- 
direct evidence for change in muscle mass. 


The middle graph represents the sequence 
when the increment was two and a half 
pounds. Although the increment could not 
be lifted more than 2 successive times, this 
curve is unmistakably upward in a step-like 
fashion. Most of the group showed the ten- 
dency illustrated, namely, an increasingly long 
plateau between each succeeding increment. 
This type of increment should be investigated 


is exponential in appearance. 

The right hand graph represents the se- 
quence when the increment was one and a 
quarter pounds. With only an occasional ex- 
ception, the added amount was lifted each 
time. This was true regardless of the initial 
strength of the muscle. The constant ability 
of an individual to add this unit each time, 
despite his initial strength or weakness, sug- 
gests that this response does not follow the 
Weber-Fechner Law® which implies that in- 
crements are constant fractions of the thresh- 
old amount. This finding suggests also that 
the success of the effort may be more related 
to the pattern of movement and is the result 
of neuromuscular rather than purely muscu- 
lar factors. 

In all subsequent experiments the one and 
a quarter pound increment unit was the 
standard. 

Progression of Increase in Strength. In the 
well motivated individual who participates in 
the program of exercise with enthusiasm, the 
type of curve in an increment of strength is 
illustrated in figure 2. If the increase of 
strength is plotted against attempts in exer- 
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cise, the resultant curve is near-linear, the 
increase in strength progressing steadily to 
its maximal ceiling. Such appears to occur 
abruptly as though a functional barrier were 
suddenly interposed, effectively blocking fur- 
ther increase in strength. This type of re- 
sponse is regularly seen in both normal in- 
dividuals and in persons who exhibited a 
wide variety of clinical circumstances, pro- 
vided only that the individual be well moti- 
vated and that he has no organic impairment 
of neuromuscular function. 

The straight-line curve of strength induc- 
tion is of interest for several reasons: 

1. It differs fundamentally from the first 
two curves noted in figure 1. It, therefore, 
implies a different mechanism of response. 

2. The unfailing regularity of accommo- 
dation of a progressively greater weight load 
implies a smoothly operating mechanism of 
response well adapted to increased demands 
of no greater value than indicated. 

3. The linearity of the curve is suspect 
in itself. Straight-line responses are certainly 
the exception among natural phenomena; 


exponential responses are the rule. The regu-. 


lar, not the occasional, reproduction of the 
type of response illustrated argues for its 
validity. The ceiling of maximal strength 
which occurs suddenly and without real warn- 
ing, suggests that this represents only a por- 
tion of the true curve and that perhaps the 
upper reaches of the true curve and, there- 
fore, the theoretical development of strength, 
lie beyond the confines of the graph. Con- 
versely, near-linearity of a portion of an ex- 
ponential curve is entirely likely. If this be 
true, we may with some logic contemplate 
an over-all theoretical curve of strength in- 
duction which may have enormous dimen- 
sions. 

4. It is difficult to conceive of a strength 
response of the type illustrated as related 
solely to muscular factors. It would seem 
logical that the weaker the muscle, the smaller 
should be the daily increment. The fact that 
the same increment can be achieved by both 
weak and strong muscles suggests that the 
phenomenon is not related to the muscle as 
such. 


The type of curve of strength induction 
noted in figure 2 is not seen in individuals 
poorly motivated or in those who have or- 
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Effect of nonmotivation vs. motivation on strength induction, 


ganic neuromuscular deficits. Figure 3 illus. 
trates the irregular response seen in a non- 
motivated person. This subject, a young 
woman, who with others of a group of nor- 
mal individuals feared the cosmetic disfigure. 
ment of unilateral hypertrophy of the quadri- 
ceps from resistive exercises, participated in 
the experiment initially without enthusiasm. 
When it became obvious that hypertrophy 
of the quadriceps was absent, her unspoken 
reluctance in participating in the experiment 
subsided and the usual linear curve of 
strength induction then ensued. 

Factors Which Limit Strength. Reference 
has been made to the rather abrupt halt in 
strength induction at a level considerably 
above the initial maximal value. Figure 2 
illustrates this effect. All subjects advanced 
essentially the same reason for this, “not 
exactly a pain, but more a fear of impending 
damage to the joint and muscles if a greater 
weight were to be lifted.” The limiting factor, 
then, appears to be psychologic, and is pri- 
marily a protective mechanism which must 
surely involve judgment and decision. These 
elements also argue for the neurologic aspects 
of the exercise procedure. 

It will be observed in figure 2, that prior 
to the leveling off of strength to a plateau 
level, there is a fall-off from the maximal 
weight lift achieved. This fall-off, which aver- 
aged 15% from the maximal value, occurred 
in the majority of instances. The inability 
to maintain a lift which previously had been 
achieved without difficulty invites an at 
tempt at an explanation for its basis. In the 
words of the patients, “it did not feel com 
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fortable,” and the weight lifted dropped to 
a plateau level characterized by an absence 
of such noxious sensation. The conditioning 
influence of the psychologic impact of the 
maximal ceiling undoubtedly plays a role in 
influencing performance between the maxi- 
mum and plateau levels. Interestingly, once 
the plateau had been achieved, there was 
an absence of other than normal feelings con- 
cerning the part; specifically, there was no 
subjective feeling of increased strength. 


The above comments apply to the normal 
individual of the type shown in figure 2. 
They apply with equal force to the subject 
whose curve of strength induction is seen in 
figure 4. This well-motivated young woman 
had suffered paralytic poliomyelitis many 
years previously, leaving mild muscle weak- 
ness and atrophy on one thigh as its residual. 
Her comment regarding inability to go be- 
yond the indicated level was, “the heavier 
weight load did not feel comfortable.” 

One cannot dismiss these limiting elements 
as “only” psychologic. They do effectively 
limit further effort and will continue to do 
so until we understand more of the mecha- 
nisms of these barriers and how to control 
them. Nevertheless, even at the present time 
these reactions can be utilized as adjunctive 
diagnostic and therapeutic devices. 


Persistence of Sirength. On attempting to 
discover how long the strength so induced 
persists, the exercise was performed -at in- 
creasingly longer intervals in a group of 
normal individuals after achieving plateau 
strength. Figure 2 illustrates a portion of the 
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typical plateau response. In brief, the strength 
achieved persisted for at least two and a half 
years, though for the last year of the test, 
the 5 second exercise bout was repeated only 
once every 6 months. It seems inconceivable 
that exercises repeated so seldom represent a 
response to effort in the sense of its tradi- 
tional concept. Rather, it appears to repre- 
sent the persistence of a learned act. This 
result is entirely in conformity with the ear- 
lier observation of Hettinger and Miiller that 
the strength gained persisted provided only 
that the initial training effort be fairly pro- 
longed. 


As a passing comment, there may be a 
Biblical precedent for this phenomenon in 
the story of the mighty Sampson.? It will be 
recalled that following the loss of his legen- 
dary strength, his capture and blinding, he 
was put to work on a treadmill for a long 
period of time. That such work was gruelling 
and demanded great endurance is not to be 
denied, but it was highly repetitive muscular 
work against an essentially constant resistance. 
Yet, when the time came for his final hour, 
Sampson’s old strength, the subject of awe- 
inspiring legends, could be recalled for yet 
another demonstration of its greatness. 


Contralateral Effects. The phenomenon 
of “cross-education” or increase in strength 
of the unexercised part is controversial. It has 
been confirmed by some;*:° others have failed 
to observe it, although their experimental 
controls would appear satisfactory.* 


Figure 2 illustrates “cross-education” in a 
normal individual. The unexercised quadri- 
ceps was tested for an increase in strength 
at intervals; it invariably exhibited essentially 
the same strength as the extremity which had 
been exercised daily. In the figure illustrated 
this represents an increment of approximately 
seven and a half pounds at each such attempt 
by the unexercised extremity. Since figure 1 
demonstrates the apparent impossibility of 
lifting an increment of 5 pounds twice in 
succession, one must assume that “cross-edu- 
cation,” or a similar phenomenon, has oc- 
curred, 

“Cross-education” may not coincide with, 
but may parallel the strength of the exercised 
limb, as illustrated in figure 4. This young 
woman, who had an attack of poliomyelitis 
many years previously, had mild residual 
weakness of one quadriceps. The strength of 
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the unexercised normal quadriceps remained 
consistently greater than that of the exercised 
muscle despite a three-fold gain in strength 
through this exercise procedure. 

Those who work closely in the field of 
therapeutic exercise are well aware of the 
impossibility of confining a highly resistive 
exercise to but a single muscle. Electromyo- 
graphic studies of the contralateral quadri- 
ceps, for example, will disclose a heavy out- 
pouring of action potentials during exercise 
of the ipsilateral quadriceps; this is true even 
though movement of the unexercised quadri- 
ceps is not obvious. Reference was made ear- 
lier to the need for strapping the pelvis to 
the table when heavier loads were employed, 
since the efforts of the individual alone was 
not adequate to maintain sitting balance. It 
would seem that during phasic movement, 
heavy loading of a given muscle activates a 
broad, intensely active movement pattern rep- 
resented bilaterally. This difference between 
isotonic and isometric exercises in this re- 
spect can and should be demonstrated. 

Absence of Hypertrophy. Figure 2 illus- 
trates the absence of any significant hyper- 
trophy regardless of the strength induced. 
Muscle hypertrophy was never observed in 
any individual so tested by this procedure. 
This was probably the most unexpected find- 
ing of the study. Perhaps because the con- 
ventional progressive resistance type of exer- 
cise produces rapid resolution of atrophy in 
muscular weakness and hypertrophy of nor- 
mal muscles, possibly because great strength 
is always apparently associated with a large 
muscle mass, strength and hypertrophy have 
always seemed to be synonymous terms. Ob- 
viously they are not the same phenomenon. 
Perhaps the ability to perform heavy work 
over a period of time does necessitate a 
large muscle mass; however, the ability to 
perform momentary feats of great strength 
does not require muscular hypertrophy. 

Other Effects. Although the individual 
must force himself to the limit to lift the 
heavier weights—straining every nerve and 
fiber, as the saying goes—and the mainte- 
nance of the lift at the extreme of contraction 
for the 5 second period particularly requires 
intense concentration and determination, at 
the conclusion of the effort there is little if 
any sensation of fatigue. Certain comments 
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were frequently made by the individual but 
these related more to the emotional aspects 
of the procedure; the normal, emotionally 
stable individual did not complain of fatigue. 
In a similar sense, there was no post-exercise 
feeling of stiffness, aching or soreness in the 
absence of obvious residuals of local trauma. 

Of interest, also, was the absence of any 
feeling of increased strength in the part thus 
exercised. This was a matter of some concern 
to those individuals of athletic disposition 
who initially doubted the results because they 
did not “feel stronger.” An indirect exception 
to this was reported by a number of indi- 
viduals who commented on the disappearance 
of the former feeling of insecurity in the 
knee on standing or walking. 


Conclusions 


1. The general technic of performing brief 
maximal isotonic exercises has been described. 

2. Increase in muscle strength, when the 
proper increment unit is employed, follows 
a near-linear curve. 

3. The maximum limit of strength ap- 
pears to be a neurologic and not a muscular 
factor. 

4. The peak maximal limit of strength 
cannot be maintained due to factors which 
appear to be primarily psychologic in basis. 
A value approximately 15% less than peak 
can be maintained provided that such re- 
duction results in disappearance of these 
psychologic factors. 

5. The strength so induced appears to be 
retained permanently and can be recalled on 
demand months after no attempts at specific 
exercise. 

6. This technic may be of considerable 
value in assessing the degree of motivation 
present in a given instance. 

7. “Cross-education” effects occur pro 
vided the phasic aspects of muscular contrac 
tions are not prohibited. 

8. Hypertrophy is not seen. 

9. Fatigue, aching, soreness and similar 
noxious effects are all but absent with this 
procedure. 

10. The technic of brief maximal exercise 
would seem to have considerable clinical 
value as a therapeutic exercise. 
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‘Trimeprazine Therapy for Physiologic 
and Psychologic Pruritus 


FRANK J. AYD, JR., M.D.,s EMIDIO A. BIANCO, M.D., and 
LEONARD M. ZULLO, M_D., Baltimore, Md. 


From their observations the authors believe this 
derivative has a definite antipruritic effect. 


IN THE PAST FEW YEARS several phenothiazines 
have demonstrated their usefulness as tran- 
quilizers and antiemetic agents. Trimepra- 
zine (Temaril) is another phenothiazine, but 
unlike its predecessors is a relatively weak 
tranquilizer, exerting instead a specific an- 
tipruritic effect. This effect was first noticed 
in patients who received trimeprazine for 
psychiatric reasons without apparent benefit. 
It was observed, however, that pruritic condi- 
tions existing at the start of, or occurring 
during trimeprazine therapy were often 
markedly relieved. Hence a study was made 
to determine the value of this drug alone in 
controlling pruritus of various causes. These 
individuals fell into two general categories: 
those with obvious dermal reactions and 
those with psychogenic pruritus, i.e., those 
who complained of itching without a dermal 
reaction other than the erythema produced 
by scratching. The clinical observations made 
and the results obtained in this study are the 
basis of this report. 


Clinical Material 


This group was composed of 29 males and 
51 females (ages 4 to 79 years). Their diag- 
noses covered 15 varieties of pruritic ailments, 
acute and chronic (Table 1). Their principal 
complaints were maddening itching and loss 
of sleep. In addition, those with chronic 
conditions such as neurodermatitis and 
psoriasis showed severe anxiety about po- 
tential disfigurement, or about the opinions 
of family, friends, and employers. 


Technic of Therapy 


To avoid suggestion, the patients were not 
told what trimeprazine was or what it was ex- 


+From the Departments of Psychiatry and Medicine, Franklin 
Square Hospital, Baltimore, 


new phenothiazine 


TABLE 1 
DIAGNOSTIC CATEGORIES AND CLINICAL RESULTS 


Number of Relief from Itching 

Diagnosis Patients Complete Partial None 
1. Drug eruption ll 8 3 0 
2. Neurodermatitis 10 6 2 2 
3. Psychogenic 

pruritus 12 2 4 6 
4. Atopic dermatitis 4 1 1 2 
5. Chickenpox 12 10 2 0 
6. Measles 3 2 1 0 
7. Psoriasis (chronic) 2 0 0 2 
8. Contact dermatitis 4 2 1 1 
9. Pruritus vulvae 

(chronic) 2 0 1 1 
10. Pruritus ani 

(chronic) 3 0 2 1 
11. Senile pruritus 

(chronic) 6 0 3 3 
12. Insect bites 3 2 1 0 
13. Sunburn 3 2 1 0 
14. Chlorpromazine 

photosensitivity 2 2 0 0 
15. Chlorpromazine 

jaundice 3 3 0 0 

Total 80 40(50%) 22(27.5%) 18(22.5%) 


pected to do. Psychiatric use had already 
indicated trimeprazine’s tendency to induce 
somnolence. Therefore, in acute self-limited 
cases of pruritis, where the need for sleep 
and symptomatic relief from itching was 
urgent, initial medication for children was 
5 to 15 mg. daily (according to age and de- 
velopment), and for adults 10 to 30 mg. daily. 
These doses were progressively lowered by 
2.5 to 5 mg. daily, depending upon the de- 
gree of symptomatic relief. Adults with 
chronic skin lesions were started on doses of 
20 to 50 mg. daily, according to the severity 
of their symptoms. Where relief was had the 
dosage was gradually lowered; where it was 
not, the dose was raised until relief was ob- 
tained or toxic side effects intervened. The 
maximum total daily dose was 80 mg. in hos- 
pitalized patients. 
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This technic of treatment disclosed a wide 
variation in the dosage required to produce 
therapeutic results. For children the dosage 
ranged from 2.5 mg. b.id. to 5 mg. t.i.d.; for 
adults, it varied from 10 to 50 mg. daily. For 
children, the optimal dosage was 5 to 10 mg. 
daily; for adults, 10 to 30 mg. daily. 

The duration of treatment for all patients 
studied varied from 3 to 120 days as follows: 
in acute cases, 3 te 16 days (average 9); in 
chronic cases, 30 to 120 days (average 75). 
Patients who had been treated for 120, 90, 
and 60 days respectively were evaluated to 
determine indications for or against further, 
possibly indefinite therapy. This revealed 
that those who had derived any benefit from 
the drug had done so within the first 30 days 
of therapy, after which their condition had 
remained static. Consequently, thereafter, 
patients who had little or no improvement 
after 30 days of trimeprazine, even though 
they had received the drug for as long as 120 
days, were divided into 3 groups with the 
following changes in therapy: 

(1) Trimeprazine and psychotherapy 

(2) Trimeprazine and psychotherapy and 
tranquilizers 

(3) Trimeprazine and tranquilizers 

Evidence of further improvement was seen 
in all three groups, especially in the second, 
which raises the questions: (1) whether 
chronic pruritic conditions which have not 
significantly improved within 30 days ought 
to be further treated with trimeprazine alone; 
and (2) whether any improvement after that 


time would be due to the drug or to other 
factors. 


Therapeutic Results 


At the end of the period of trimeprazine 
therapy alone, each patient was assessed ac- 
cording to the following criteria: (1) com- 
plete recovery—-total relief from itching; 
(2) partial recovery—sufficient control of 
itching to provide considerable subjective 
comfort. By these standards, 62 (77.5%) of 
these patients improved (Table 1). 

The percentage of success among children 
Was greater than that for zdults. Furthermore, 
results were markedly better in acute self- 
limited conditions such as sunburn, photo- 
sensitivity, chickenpox and measles, with pro- 
nounced relief often occurring within 24 to 48 
hours. Chronic dermal reactions, on the other 
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hand, usually required larger doses and longer 
periods of treatment, with a week generally 
needed for measurable relief. Likewise, when 
anxiety and tension were secondary to the 
itching itself, the patient’s response to trime- 
prazine was very good, but when anxiety and 
tension were neurotically or psychotically 
rooted and independent of the pruritus, re- 
lief of itching was poor or negligible. Of the 
12 patients with psychogenic pruritus, 2 ob- 
tained complete relief and 4 partial relief 
from itching while taking trimeprazine. These 
were highly suggestible, anxious-to-recover 
individuals who could be expected to improve 
merely because another person showed interest 
in or tried to help them. Thus it was ap- 
parent that even with a relatively high dosage 
over several months the effect of trimeprazine 
when used alone as an antipruritic was limited 
by the psychic state of the patient. 

When trimeprazine was discontinued in 
improved patients with chronic skin diseases, 
the pruritus and allied symptoms recurred 
within 2 weeks. These symptoms could 
be promptly relieved by resumption of 
medication. 

Side Effects 


As with previous phenothiazine derivatives, 
we were concerned about toxic side effects 
and, therefore, questioned or observed the 
patients closely in this regard. There were 
no cutaneous or systemic manifestations of 
hypersensitivity to trimeprazine such as derma- 
titis, photosensitivity, hematopoietic changes, 
liver toxicity, or hypotension. All monthly 
blood counts and urinalyses were within the 
range of normal variation. 

The side effects which did occur were re- 
lated to dosage, i.e., the higher the dose the 
more frequent and more intense they were. 
These reactions usually occurred when the 
dosage exceeded 10 mg. a day and included 
drowsiness or somnolence (65%), weakness 
or fatigue (19%), dryness of the mouth 
(14%), dizziness (8%), gastric distress (4%), 
disturbing dreams (3%), and syncope without 
hypotension (3%). 

‘the somnolence induced by trimeprazine 
proved to be of the same type experienced 
with a previous phenothiazine derivative, 
chlorpromazine. It is quite different from 
that produced by other drugs, such as 
barbiturates. Though trimeprazine-induced 
sleep is quite sound, patients can be aroused 
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at any time with remarkable ease, with imme- 
diate clarity of consciousness, with ability to 
talk lucidly or eat regular meals; yet they 
return to a sound sleep as soon as outside 
stimuli are removed. Far from being harm- 
ful, this type of somnolence is desirable in 
severe pruritic conditions, especially those 
causing restlessness and insomnia. Here there 
is a need for sound sleep, both for its own 
sake and for its preclusion of scratching, even 
unconsciously while asleep. 


Trimeprazine also induces somnolence in 
patients for whom it is undesirable or annoy- 
ing. This was easily counteracted by reducing 
the dose or by administering methylphenidate 
HCl. 10 mg. (adults) or 5 mg. (children) after 
breakfast and lunch. Frequently, the mere 
avoidance of morning doses of trimeprazine 
was sufficient to avoid untoward drowsiness. 
It is important to remember, in weighing this 
side effect against the use of this drug, that 
35°% of these individuals did not experience 
drowsiness at all, even on relatively high 
dosage. Furthermore, most of the 659, who 
were drowsy encountered this reaction only 
during the first few days of treatment, after 
which it disappeared. The fact that it did 
not reappear, even in those whose doses were 
raised, indicates that patients can and do de- 
velop a tolerance to the side effects of trime- 
prazine. There was no evidence that this 
tolerance diminished the antipruritic effec- 
tiveness of the drug, and in no instance was it 
necessary to raise a dosage that had once been 
effective in a patient, when somnolence sub- 
sided. Furthermore, improvement among 
those who never experienced somnolence was 
as good as among those who did, indicating 
that the antipruritic effect of trimeprazine is 
apparently independent of the sedative 
cffect. 

The other side effects were much less fre- 
quent and less serious and could be reversed 
by simply reducing the dose. When necessary, 
weakness and fatigue were counteracted by 
methylphenidate and gastric distress 
was relieved by milk or antacids. Dryness of 
mouth did not persist beyond the first few 
days of treatment. The same was gencrally 
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true of dizziness but, occasionally, it was 
necessary to lower dosage to obtain complete 
reversal. The 2 instances of syncope occurred 
in geriatric patients and did not recur after 
the dose was lowered. In general, side effects 
in children were less severe and less frequent 
than in adults. 


Summary 
Trimeprazine, a phenothiazine derivative, 
was administered in oral doses of from 5 to 
80 mg. daily to 80 patients (aged 4 to 79 
years) with 15 varieties of dermatologic or 
psychophysiologic pruritus. With treatment 
ranging from 3 to 120 days, 77.5% showed 
complete or partial remission. During this 
time no other therapy was used on these 
patients. Quickest and best relief was ex- 
perienced by children and by those adults 
who had acute, self-limited conditions. 
Patients with chronic pruritus required the 
highest doses and duration of treatment, yet 
received less benefit. Little or no improve. 
ment was shown by the patients whose 
pruritus was entirely psychogenic. As a 
tranquilizer, trimeprazine proved of little 

value in the dosages used. 


Side effects occurring with the use of this 
drug were proportionate to the size of the 
dose, and were all reversible by reducing the 
dosage. There was no evidence of trime- 
prazine-induced dermatitis, photosensitivity, 
hematopoietic changes, liver toxicity, or 
hypotension. Somnolence was common (65°%). 
Being of the chlorpromazine-induced type, it 
was often found desirable for hospitalized 
patients and children. It usually disappeared 
within a few days and, in any case, was easily 
counteracted by methylphenidate HCl. No 
other side effects proved frequent or bother 
some although medication is best taken after 
meals to avoid gastric upset. On the basis of 
this study, trimeprazine proved a valuable 
drug for general use in the treatment of 
physiologically-based pruritic conditions. Psy- 
chologically-induced pruritus usually required 
trimeprazine in conjunction with psychother- 
apy, with sometimes the further addition of 
tranquilizing drugs. 
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The Recognition of Nonepileptic 


Seizures 


GREGORY S. FERRISS, M.D.,t New Orleans, La. 


The diagnosis of nonepileptic seizures may pose problems at times. However, a careful review 
of the story, an opportunity to observe and analyze an attack, and neurologic examination 
at the time usually provide the means of making an accurate diagnosis. 


Introduction 


SOME PATIENTS With episodic alterations in 
consciousness or behavior present difficult 
diagnostic problems to the attendant physi- 
cian. Nonepileptic seizures may be confused 
with generalized (grand mal), focal motor, or 
psychomotor epileptic seizures. During the 
late nineteenth century the differentiation of 
these states was discussed in several textbooks. 
Recently the greater part of this knowledge 
has been transmitted orally. This communica- 
tion is an essay on the clinical recognition of 
such nonepileptic seizures and the differentia- 
tion of these from true epilepsy in a contem- 
porary medical setting (Table 1). 


Method 


About 50 patients with nonepileptic seiz- 
ures, mainly of the type often called “hysteri- 
cal seizures,” were personally seen at the 
Charity Hospital of Louisiana at New Orleans 
from 1952 to 1957. Case summaries are pre- 
sented to illustrate various seizure patterns 
and other features of this group which led to 
their recognition and diagnostic classification. 


Cases 


Case 1. A 40 year old white, suburban housewife 
had attended the neurology clinic for many years for 
treatment of seizures. 


She gave a history of a 6 weeks illness, at the age of 
10, with high fever and delirium. In convalescence she 
dragged her right leg when walking, but recovery was 
complete. At the age of 14 she had the first seizure. 
She cried out, became stiff and shook all over, and 
did not recognize her family immediately afterwards. 
Under treatment the spells occurred irregularly, then 
disappeared entirely after she married. 

After the birth of her third child she again had 
Sewures, She described a 6 to 12 hour prodrome of 
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irritability, nausea, discomfort referred to head, and 
an urge to run. To the family she appeared anxious 
and less talkative than usual. No aura was present, but 
the seizure was often “triggered” by a sudden loud 
noise on the street or the ringing of a telephone. She 
and the family said she always fell and became stiff 
with the head turned to the right. The right arm and 
leg shook, often were sore afterward, and she believed 
she could not use her right arm as well following fre- 
quent spells. Occasionally she could not find the 
proper words to use during the post-seizure period. 

A hysterectomy had been done several years previ- 
ously because of premalignant changes, since which the 
frequency of seizures had increased. She suggested that 
since she no longer menstruated the blood may be 
“going to her head.” 

A seizure was observed in the clinic. Upon entering 
the examining room the patient appeared anxiously 
alert. When asked if she thought she was going to 
have a spell she gave no answer but became more 
tense. In getting on the table she made a misstep with 
her left foot but caught herself. Her facial expression 
changed slightly; she slumped to the floor, putting out 
her hand and avoiding a chair, arriving awkwardly 
though softly. She gave a feeble cry and shook her 
head violently from side to side. Then she became 
generally stiff with marked hyperextension into an arc 
de cercle posture, remaining so for about a minute, 
panting rapidly, and then began to writhe. At this 
time she bit her lower lip. Gaze was averted from the 
examiner, but conjugate eye movements to either side 
were made. The eyes were actively closed, and passive 
opening was resisted. The pupillary light reflex was 
present. The right and left extremities appeared to 
participate equally strongly in all movements. A plan- 
tar flexion response was obtained bilaterally. The pa- 
tient was told, “You are going to come out of your 
spell in the next ten seconds. One, two, three, 
four. . . .” During the counting the patient relaxed, 
then put her forearm to her lips and bit it. By the 
count of ten her eyes were open, and she extended her 
hand to be helped off the floor. She cried as she sat 
by the desk, relaxed, and then became composed. On 
the way from the clinic she said she felt much better. 

Her course was followed for several years on both 
the neurology and the psychiatry services. One of her 
5 daughters, all of whom lived near her so they could 
be available to help her during or after a spell, always 
accompanied her to the clinic. A direct relation be- 
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TABLE 1 


COMPARISON OF FEATURES OF NONEPILEPTIC AND EPILEPTIC SEIZURES 
(AFTER GOWERS*) 


Nonepileptic 
Precipitant cause Emotion 
Warning Palpitation, malaise, 
choking, distraction 
Onset Often gradual 
Scream During course 
Convulsion Rigidity or struggling 
Tonic posture Often opisthotonic 


(arc de circle) 
No definite pattern 
Often side to side 


Body movements 
Head movements 


Biting Lips, arms, other people 
or things 

Micturition Very infrequent 

Defecation Never 

Talking Frequent, calling names 

Duration More than 5 minutes, 
often much longer 

Injury Rare but possible 

Restraint necessary To control violence 


Termination Spontaneous or induced 
(supraorbital pressure, 
suggestion, cold water, 
etc.) 


Epileptic 

Usually none 

Any, but especially unilateral sensory 

or epigastric aura 

Always sudden 

At onset if any 

Rigidity followed by jerking (tonic-clonic) 
rarely rigidity alone 

Usually partial flexion 


Definite sequence, each seizure similar 
To one side, rarely side to side 
Tongue 


Frequent 

Occasional 

Extremely rare (mumbling in automation) 
A few minutes 


Frequent 
To prevent accident 
Spontaneous 


tween the frequency of occurrence and disturbing cir- 
cumstances, such as the impending marriage of the 
youngest daughter, seemed obvious to several observers. 


The neurologic examination was consistently normal. 


The patient felt that primidone (Mysoline) had 
helped her greatly, and she could not be persuaded to 
accept more than a 2 month trial period without it. 
The frequency of seizure remained at 2 per month. 


Several EEGs. over a 10 year period were normal, as 
were skull films and other laboratory studies. 

Comment. This patient gave a history sug- 
gestive of damage to the left frontal brain 
with generalized convulsions and Todd’s pa- 
ralysis. She had been treated as an epileptic 
for many years. A seizure was finally observed 
which conformed to the classical description 
of an “hysterical convulsion.” During the 
period of follow-up it was believed that the 
seizures were the same as that described above. 
Many features of the rather inadequate his- 
tory were suggestive of epilepsy. It is likely 
that much material inadvertently suggested by 
physicians in previous history taking had be- 
come incorporated into the history. It is also 
possible that at an earlier age, she really had 
epileptic seizures now no longer present. 

Case 2. A 45 year old white, urban housewife had 
been admitted to the hospital 9 years previously with 
diagnosis of general paresis for which she was treated 
with penicillin. Follow-up studies showed a decreasing 
titre on the S.T.S., and the spinal fluid became normal. 


In the clinic the patient demonstrated a moderate 
degree of facetiousness and jocular “wise-cracking,” 
but no more obvious mental defects. Neurologic exam- 


ination was normal. She had been treated with anti- 
convulsant medication because of episodic alterations 
in behavior thought to be epileptic seizures. 

A lumbar puncture revealed protein of 36 mg. per 
100 cc., negative VDRL and Kolmer reactions, a gold 
curve of 3222111000, and no cells. She was tense 
throughout the procedure. One minute after with- 
drawal of the needle, as she was getting off the table, 
she began screaming, wailing, and weeping. The hands 
were gripped tightly, the face was flushed, and she 
trembled in various rigid postures. Normal pupillary 
reactions and flexor plantar responses were obtained, 
and the patient, as she later confirmed, could respond 
in a limited way to commands. She partially aided her- 
self being supported on a sitting position on the floor. 
When offered a drink of saline from a cup she guzzled 
it greedily with forceful sucking movements. During 
the next 5 minutes she gradually relaxed, spoke hope- 
lessly about how she was of no use to anyone, the in- 
curability for her spells, etc. She stated that all of her 
spells seemed like the one she had just had, except 
that they were usually of longer duration. 

EEGs. at various times were within normal limits. 
Psychologic tests were consistent with the clinical 
findings. 

After several months of observation, it became ap- 
parent that all seizures occurred within 24 hours, and 
usually within an hour, of experiences which in one 
way or another frightened her or lessened her sense of 
security,—as after seeing an automobile accident, after 
seeing a boy fall out of a tree, after hearing of her 
aunt’s death, and upon receiving a large hospital bill. 
The frequency of seizures was extremely variable, from 
1 to 36 per month. Anticonvulsants were discontinued, 
but the patient believed there was less likelihood of 
spells if she took Phenobarbital at bedtime. 

The relationship of her seizures to precipitating sitt- 
ations was discussed, and a certain amount of sympa 
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thy was offered for her feelings at such times. The 
hope was expressed that more conscious recognition of 
the feeling of anxiety and an extra Phenobarbital tab- 
let at such times might prevent a seizure. The patient 
now comes in every 4 to 5 months to tell how she 
nearly had a seizure rather than to report the number 
of seizures she has had, as was her custom earlier. 


Comment. In this patient the true nature 
of the seizures became evident when one was 
witnessed. It was thought the involvement of 
the frontal lobes may have lowered the pa- 
tient’s ability to “resist” a seizure. The ob- 
served seizure appeared very infantile. There 
was considerable vocalization and, later, a 
vigorous sucking up of the fluid offered her. 
This is in contrast to some of the cases to be 
described in which the activity seemed to have 
a more sexual character. 


Case 3. A 25 year old negro sugar mill worker came 
to the clinic for treatment of seizures which had been 
occurring during the past 2 years. The description of 
the seizures and their frequency were compatible with 
idiopathic epilepsy beginning in early adult life. The 
resident physician was suspicious of the tentative diag- 
nosis when the patient dated his first seizure to “right 
after my mother died.” 


On the ward the patient had a seizure which con- 
sisted first of gurgling noises in the throat, then rapid 
swallowing and movements of the mouth (not lip- 
smacking). This was followed by violent thrashing 
about of the whole body from side to side, the arms 
held trembling in rigid position. The eyes remained 
open during most of the seizure, and the pupillary 
light reflexes were present. Many of the thrashing 
movements, which continued in variable intensity for 
the next half-hour, seemc! highly coordinated, and 
though the patient teetered on the edge of the bed on 
several occasions, he did not fall off. He did not re- 
spond during early phases of this seizure, but prior to 
its termination periods of lessened activity and partial 
telaxation could be recognized. Following the seizure 
the patient seemed much less anxious than on admis- 
sion to the hospital. 

A more detailed history revealed that his first seizure 
occurred at the family dinner table shortly after the 
sudden and unexpected death of his mother, to whom 
he was extremely close emotionally. He had been ex- 
tremely grieved. It is of interest that when he had 
received the news of her death, while at work, he fell 
into a vat of molasses. Several more seizures had oc- 
curred with increasing frequency, accompanied by 
amnesia, remembering only from the time he found 
himself in a doctor's office. Other episodic alterations 
in behavior, described by his wife as attacks of “ner- 
vousness,” were noted also. Once while driving his car, 
his wife reminded him of some threats expressed by a 
mentally-ill cousin. He later recalled an angry feeling, 
but he had not verbalized it. He jammed on the 
brakes; the car spun around, careened, and came to 
Test on the shoulder of the road. The patient sat be- 
hind the wheel clutching it, staring straight ahead and 


mumbling incoherently for 5 minutes, after which he 
became calm and drove on. 
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Laboratory studies, including EEG. and pneumoen- 
cephalogram, were normal. Psychologic examination 
portrayed “an emotionally immature individual, one 
whose immediate need satisfaction would tend to take 
precedence over long range goals. The constricted, 
rather withdrawn figure drawings appear to be related 
to the patient’s apparent extreme fantasy life. Such a 
pattern suggests that he would internalize his conflicts 
rather than express himself in overt acting out.” 


The patient was told the spells were due to sadness 
or nervousness, and he was given chlorpromazine 
(Thorazine) for use if he felt he might have a spell. 
He has been free of seizures since discharge. 


Comment. This man had been accepted as 
epileptic by several physicians and was admit- 
ted with this diagnosis. Observation of a typi- 
cal seizure revealed its nonepileptic nature. 


Case 4. A 24 year old white rural housewife of 
French extraction was admitted to the wards because 
of several nonepileptic seizures. She had been in con- 
stant attendance at the bedside of her 6 month old 
hydrocephalic baby on another ward of the hospital. 
The patient had been very strained, tired, and discour- 
aged, and had seizures at her son’s bedside the preced- 
ing night. The neurology resident physician recognized 
these as nonepileptic and stopped them by supraorbi- 
tal pressure and suggestion. 

She had her first seizure at the age of 18, several 
months after her father’s death. This episode was de- 
scribed as sudden stiffening followed by violent move- 
ment which lasted for about 40 minutes. She did not 
bite her tongue or urinate. After the spell the patient 
had felt very sad and cried. She had 2 spells during 
the 2 years prior to admission. 

The examination was normal. The thyroid was 
slightly and diffusely enlarged, but the pulse was nor- 
mal. She was attractively attired but unduly modest 
during the examination. Within several minutes after 
completion of the examination the patient suddenly 
assumed a position of hyperextension of the spine, 
neck, and hips in an extreme tonic arch, with legs 
flexed at the knees and extended at the ankles. Her 
hands clutched the bed rails. Her position changed 
spasmodically from time to time. During the several 
hyperextended episodes, between which the observer 
went to the opposite side of the bed, the patient al- 
tered her position so she constantly faced him. After a 
few minutes she twisted out of it and lay panting. 
One minute of rapid hyperventilation ensued, followed 
by a short apneic period, and then a repetition of this 
sequence. During this time there were numerous facial 
contortions. A brief neurologic examination during 
the period of extension and immediately following it 
showed normal plantar responses, and active pupillary 
and corneal reflexes. There was obvious response to 
touch, and the patient relaxed somewhat in response 
to loudly voiced suggestion. The seizure was observed 
for 1. ainutes before the application of supraorbital 
pressure, which, with suggestion, rapidly brought her 
into verbal contact. She cried and sobbed for several 
minutes. 


Laboratory studies, including an EEG., were normal. 
Psychologic examination revealed an I. Q. (Wechsler) 
of 64. Further history revealed a distressing life situa- 
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tion. She had nursed her father, to whom she had felt 
very close, during the last months of his terminal ill- 
ness. She curtailed her subsequent visits to her home 
and mother because of the unbearable memories. She 
had married at the age of 16 and borne 8 girls. She 
reluctantly described marital experience as unhappy 
because of her husband’s prolonged absences from 
home, excessive drinking, abusive treatment, and 
blame he cast on her for not having delivered a boy. 
Finally, after her son was born, she was bewildered as 
she sat in the hospital day after day, watching his 
head enlarge. 

On the ward her seizures continued for several days. 
Many situations were seen to precipitate them: a visit 
by the doctors, a new procedure (x-rays), a visit to her 
son, etc. Permission was obtained from the patient for 
cinematographic recording of a seizure, and after the 
camera and lights were assembled, she was told she 
would have a seizure. She obliged, and one was photo- 
graphed completely. 


A friendly attitude on the part of ward personnel 
and calm reassurance and understanding by her physi- 
cians seemed to be the effective factors leading to the 
absence of further seizures. 


Comment. This patient of low mentality 
and limited background reacted to a stressful 
life situation by having seizures of the classic- 
ally described hysterical convulsion type. In- 
itial confusion as to the true nonepileptic 
nature of these seizures was soon dispelled. 


Case 5. A 17 year old rural housewife of French ex- 
traction was referred to clinic by her physician because 
of numerous seizures unresponsive to anticonvulsant 
medication. On the first visit the history was obtained 
that the first seizure occurred at the age of 10 on the 
day of menarche, when she was in the fields and be- 
came terrified on seeing a furry caterpillar. She fell to 
the ground and thrashed about for several minutes, 
but could remember no details. Similar seizures oc- 
curred in subsequent months precipitated by being 
“mad inside,” being startled, having sexual intercourse, 
and seeing or thinking of a furry caterpillar. Loss of 
consciousness was not always complete. Sometimes she 
could hear her companions speaking and ministering 
to her during a seizure. Occasionally she pulled her 
hair, bit her arm, and fought or kicked anyone near 
her. 


Neurologic examination was entirely normal. She 
seemed of low intelligence. 


On the second clinic visit, which was to precede ad- 
mission to the hospital the same day, the patient had 
a seizure in the waiting room. She slumped to the 
floor without injuring herself, assumed a hyperextend- 
ed arched position which was followed by wild thrash- 
ing movements. She bit her hand. Supraorbital pres- 
sure and suggestion immediately stopped the seizure. 


Laboratory studies were normal. An EEG. showed 
symmetrical biparietal and bicentral 4-/-7/sec. rhyth- 
mic activity awake. The amplitude of the alpha activ- 
ity was inconsistently 10 to 20% less on the left side 
than on the right. Suggestion was successful in induc- 
ing a seizure for cinematographic recording. Further 
history was unrevealing except for the fact that she 
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was in an extremely unsatisfactory marital situation, 
She was discharged with the recommendation that 
drugs be discontinued and that she attend her Nearest 
regional psychiatric facility. 

Comment. This patient's seizures were sim. 
ilar to those in Case 4, though their nonepj. 
leptic nature had not been recognized before 
her clinic visit. 

Case 6. A 25 year old white urban housewife was re. 
ferred to the neurology clinic because of past history 
of seizures obtained during a ward admission on the 
medical service, where she had been studied for pos- 
sible heart disease. Diphenylhydantoin and Pheno. 
barbital had been prescribed for seizures on the basis 
of the history. 

She had her first seizure at the age of 16 after 
witnessing the beginning of a fight in her father’s 
barroom. She was told by the neighbors that she had 
had an epileptic fit. From that time she had frequent 
seizures, which did not always occur in exciting situa- 
tions, and usually she had no apprehensive feelings 
prior to a spell. Often, while talking with friends, she 
would feel as though she were floating on air, and 
those with whom she was talking would appear 
blurred. She would then fall, thrash around, jerking 
stiffly, and biting her tongue. Sometimes she could 
hear what others were saying to her, though usually 
she could not remember this. Sometimes she felt sore 
and exhausted after a spell, but at other times she felt 
exhilarated. Most of the spells lasted from one half to 
one hour. Often during the spells she called out the 
name of her husband or her baby. 


One of the recent spells occurred after her father 
suddenly died of a coronary thrombosis. Since his 
death she had been quite worried because of chest 
pain, and bed rest had been ordered by her physician. 
After several weeks she became quite agitated, felt she 
could not lie in bed any longer, arose, and worked 
very hard in the house all day long, getting up on lad- 
ders, scrubbing floors, etc. In the late afternoon she 
felt tired and lay down. At this point she had a seiz- 
ure. She fell off the bed to the floor, thrashed about, 
and chewed her tongue. She was aware that her child 
summoned the neighbors and remembers having hoped 
he would go to the “right” neighbor instead of notify- 
ing the “wrong” one. She could hear people talking 
during the seizure, and shook her head to indicate, 
“No” when the neighbors were considering calling her 
husband. They put her in bed and held her for at 
least 40 minutes while she shook. After that she felt 
much better. She kept the knowledge of this seizure 
from her husband as well as from her doctor, and 
gave no reason for having been secretive. This had 
been the last seizure prior to hospitalization for chest 
pain. 

Medical evaluation showed some myocardial ischemia 
by electrocardiography, but a more complete diagnosis 
was not made. It was thought that some of her symp- 
toms were not on an organic basis. 

On physical examination the patient had mot 
palms, and her eyelids fluttered excessively. She wa 
indefinite and hesitant in her replies to sensory tts 
stimulation. The neurologic examination was com 
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pletely normal. An EEG. and other laboratory studies 
were normal. Psychologic studies showed a borderline 
mental capacity I. Q. (Wechsler) of 70 to 80. 

There were no seizures in the 2 years since the pa- 
tient was first seen. Numerous other symptoms such as 
headache, backache, and chest pain were recounted on 
follow-up visits. No medication was given. In the 
opinion of the psychiatric consultant the patient was 
not intelligent enough to be treated by the technics at 
his disposal. 

Comment. In this case the patient’s seizures 
were not witnessed by me, but the history, de- 
scription of seizures, and course are not those 
of epilepsy. 

Case 7. A 24 year old negro urban housewife was 
referred after several nonepileptic seizures had been 
observed on the obstetrical ward, to which she had 
been admitted with the tentative diagnosis of eclamp- 
tic convulsions. She was 4 months pregnant for the 
sixth time. During her seizures she arched her back, 
turned from side to side, and sometimes talked or 
screamed. 

Examination and laboratory studies, including EEG. 
were normal. During the history-taking the patient 
suggested the spells were connected with a troubled 
life situation. She was in great fear that her state wel- 
fare aid check for the support of her 5 children might 
be discontinued. She had been warned that it was 
“against the law for her to become pregnant again.” 

She talked about sexual matters almost from the on- 
set. Menarche had occurred after her 11th birthday, 
and she had become pregnant and married about one 
year later. This had ended in separation after the sec- 
ond child which the husband claimed was not his be- 
cause its skin color was darker than that of the first. 
Thereafter followed a train of unsatisfying imperma- 
nent relationships with 5 pregnancies. She does not re- 
member as a child of being very fond of her father, 
who appeared at the house at infrequent (yearly) in- 
tervals. On one occasion before the age of 5 he brought 
her some clothes, and after she had lost them, on a 
subsequent visit, he beat her severely. She said, “Even 
starting with my father, everytime I loved somebody, 
it always turned out bad.” 


A social service worker spoke with the patient and 


made the necessary arrangements for continued wel- 
fare assistance. There were no further seizures. 


Comment. This patient’s nonepileptic seiz- 
ures occurred during pregnancy and were in- 
itially suspected of being eclamptic. The rela- 
tionship to fear of loss of support was easily 
elicited, and further symptoms were easily 
prevented by attending to this. 


_Case 8. A 23 year old negro »rban housewife was 
first seen at the age of 17 on emergency consultation 
on the obstetrical unit because of a prolonged seizure 
just prior to the delivery of her first baby. The patient 
had stiffened tonically, changing position occasionally 
by writhing and turning her head. She was found un- 
responsive to speech or other stimuli; alternating 
flexion and extension of the toes was noted. When her 
eyes were forcibly opened they were in central position 
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and showed normal pupillary reactions. An injection 
of amobarbital sodium (Sodium Amytal) 3.3/4 gr. was 
given. She delivered 30 minutes later. 

Complete neurologic study in the postpartum period 
was normal. At this time she explained that she “had 
had a spell because I was afraid.” 

A similar episode occurred during her second deliv- 
ery the following year. In this case intravenous saline 
solution with verbal reassurance was sufficient to stop 
the seizure. This was repeated with the third delivery 
also. Subsequently, the patient was seen from time to 
time in the psychiatry and other clinics. No episode of 
depersonalization or thought disorder was found. Over 
the years she developed screaming-thrashing spells 
with a subjective component of dizziness, weakness, 
and pain in the top of her head, sometimes as fre- 
quently as 5 to 6 in a single day. She reported that her 
husband was often cruel and accusing. On one occa- 
sion the onset of a “screaming spell” brought the ar- 
rival of neighbors, which prevented her husband's hit- 
ting her. Such spells did not occur after the patient 
with her children moved into her mother’s home. Sub- 
sequent hospital notes in other clinics do not mention 
seizures. 


Comment. In this patient the seizures oc- 
curred at times of stress, and were later inter- 
preted by the patient as a reaction to fear. 
Calm reassurance and suggestion, in conjunc- 


tion with a venipuncture decreased the epi- 
sodes. 


Case 9. A 54 year old white female invalid was ad- 
mitted from a nursing home because of uncontrollable 
right-sided seizures. Four years before admission she 
underwent 2 craniotomies for suspected right cerebral 
glioma, but microscopic examination of the removed 
tissue failed to reveal evidence of tumor. Retrospective 
diagnosis of occlusion of the middle cerebral artery 
with prior symptoms of insufficiency was finally made. 
No seizures were noted until 4 months postoperatively 
when, in the clinic notes, there was mention of the 
onset of 12 right-sided “Jacksonian seizures.” (These 
were not described further.) 

Examination showed only profound left hemiplegia, 
and it was assumed the seizures resulted from cerebral 
scarring. Diphenylhydantoin (Dilantin) and Pheno- 
barbital were prescribed, and about 6 more seizures 
were noted over the next 6 months. She was fitted with 
a brace, taught to walk, and was seen at long intervals 
in the orthopedic clinic. There was no further mention 
of seizures, and the patient continued to take the anti- 
convulsants until this admission. 


One month before admission she began having num- 
erous seizures involving the right arm and leg. These 
became almost continuous despite an increase in anti- 
convulsant medication, and her physician referred her 
to the hospital for treatment. On admission several 
seizures were described as starting in the right shoul- 
der, with shaking of the neck and head, and spread to 
the right leg and foot. The patient could give warning 
of theit onset. She did not lose consciousness during 
the shaking, which would diminish greatly when she 
was questioned during an episode. This sequence was 
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also observed on an EEG. recording; rhythmic move- 
ment and static electrical artifact were seen, but there 
was no abnormal cerebral-electrical activity. Seizures 
were especially prominent after any visitor, physician, 
or nurse would leave the bedside. 


Examination revealed left hemiplegia. Her mood was 
depressed and she cried frequently. She felt she had 
been deserted by her family since going to the nursing 
home. She had lost her incentive to walk in the prior 
months. 


On the ward, diphenylhydantoin and primidone 
(Mysoline) were discontinued, but Phenobarbital 0.03 
Gm. t.i.d. was maintained as mild sedation. Her spirits 
improved during the 3 weeks’ hospitalization, and the 
seizures became less frequent, and finally ceased alto- 
gether. She was encouraged to walk again. Arrange- 
ments were made for regular visits by different mem- 
bers of her family. At a subsequent clinic visit she was 
much more cheerful and reported that she had had no 
seizures since discharge. 


Laboratory studies during admission showed a spinal 
fluid protein of 106 mg. per 100 cc. X-ray films showed 
a cranial defect produced by the craniotomies. The 
serum cholesterol level was 282 mg. per 100 cc. Aside 
from these, all studies were normal. 


Comment. This patient had been treated 
extensively with anticonvulsants under the er- 
roneous diagnosis of Jacksonian epilepsy. De- 
tailed observation of a seizure disproved this 
diagnosis, and investigation of the patient’s 
feelings about her life situation led to a satis- 
factory means of management. The interpre- 
tation of this case as a psychologic reaction to 
a situation is in contrast to that of the case 
which follows. 


Case 10. (Not seen personally.) Thirteen years 
prior to admission this 32 year old negress’ first preg- 
nancy and delivery were attended at Charity Hospital. 
The records indicated a normal course until 5 days 
prior to delivery, when the B.P. was recorded as 
166/104. She was admitted in hard labor, and a nor- 
mal 6 Ib. 5 oz. baby was delivered. The B.P. fell to 
normal levels in the 5 days postpartum. On the 3rd 
and 4th days a 2+ and 1+ urine sugar was recorded. 
On the Ist and 4th days 1+ and 2+ albuminuria was 
noted in the urine. She was discharged in good con- 
dition with normal urinalysis. 


She was next seen in the admitting room one month 
prior to admission, when she gave a history of 6 
months of intermittent episodic spasm of the legs and 
thrashing about. Two days later she was seen again 
with the same complaint. She described these as seiz- 
ures in which she shook all over. She had as many as 
4 or 5 in one day, but as few as only one in a week. 
She said that seizures started with “misery” in her 
back. There had been no paresthesias despite consider- 
able subjective weakness. Two days later she was ex- 
amined in the medical clinic, and the sole finding was 
tachycardia. 


Twenty days later she was again seen, this time in 


an agitated state, hyperventilating markedly. There 
was evidence of recent weight loss. She was able to 
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give a brief history of being awakened from sleep by 
shortness of breath. Urine sugar and acetone were both 
found to be 4+, and she was admitted to the hospital, 


On the ward little historical information could be 
obtained. A history of one month’s polyphagia, poly. 
dipsia, polyuria, and weight loss was gleaned. Exami- 
nation showed a T. of 98°, P. of 128 (regular), R. of 
36, and B.P. of 110/70. She was oriented but lethargic, 
occasionally thrashing about on the roller. She did not 
give appropriate answers to questions. No abnormali. 
ties were found on physical examination. Plantar re. 
sponse was flexor. 

She was vigorously treated with fluids and regular 
insulin (later PZI) and was brought under adequate 
control. Penicillin and vitamins were also given. On 
the 8th day psychiatric consultation was requested be- 
cause of several more episodes described as rolling over 
and thrashing about in bed, grimacing, overbreathing, 
and holding the legs rigidly. She was found to have 
mild impairment of the sensorium and possibly some 
auditory hallucinations. After several more episodes 
and a hypoglycemic crisis because of her failure to eat 
regularly, she was transferred to the psychiatric ward 
for fuller evaluation. 

Further historical information was obtained there, 
The patient had impulsively left her husband and two 
children in New Orleans and had gone to Oklahoma, 
where she lived with a woman friend. Shortly after 
arrival, seizures began to occur. Three weeks later she 
began to have auditory hallucinations in which she 
heard her name being called. These frightened her at 
first, but later she became accustomed to them. On re- 
turning to her home and family she began to feel 
anxiety for no apparent reason. Episodes of palpita- 
tion and sweating occurred increasingly more frequent- 
ly. (The relationship of this type of episode to seizures 
is not clear.) 

A formal examination of the mental status was re- 
corded on the psychiatric ward. There was limitation 
of abstract thinking. Questions were answered com- 
pletely but briefly. There was apparent lack of concern 
about past events, though the patient was well oriente: 
in all respects and recognized the purpose of the pres- 
ent hospitalization. 

Her behavior on the ward fluctuated, at times al- 
most normal, yet at other times withdrawn and un- 
cooperative. The seizures became more frequent. Sev- 
eral excerpts from the chart are quoted: 

1. (20th day) “Patient had a ‘fit’ this a.m. as stu- 
dent prepared to draw blood. Clasped hand to lateral 
lumbar region as though in pain, arched her back and 
stiffly extended her knees. The gluteal and thigh mus 
cles twitched spasmodically at about 5 to 10 sec. She 
was conscious throughout the spell and stated that she 
was not in pain but that the ‘fit’ started in the small 
of her back. She conversed freely during the attack 
and carefully replaced her skirt as it tended to ride up. 
Afterwards she was sweating profusely and the heart 
was ‘pounding.’ There were no sequelae except that 
her legs were tired and she felt ‘hot.’” 

2. (23rd day) “The patient was presented to senior 
clinic yesterday and obliged with a seizure. She refused 
to walk around the dayroom at the nurse’s request, 
saying she couldn’t until she had a fit. When the 
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nurse told her to go on and have one she did so, and 
then walked around. It is difficult to establish good 
rapport with the patient. She seems to resent being 
questioned and is constantly of defensive mood.” 


3. (42nd day) “Patient had a ‘seizure’ in dayroom. 
She fell across a wooden table and then slid gently to 
the floor. The table was not turned over. She lay on 
her back and then rolled over on the floor for a few 
(5) minutes. When no one paid attention she lay still 
and made no noise. When other patients started pay- 
ing attention she began rolling around on the floor 
and bumping table and wall (but not hard enough to 
hurt herself). When I walked up to her, she lay quiet- 
ly for a moment then became very tense and had a 
seizure. Her eyes were watching at all times to see if 
anyone was watching her. She rolled her eyes and 
opened them very wide during episode of rolling and 
screaming. When student called her name she an- 
swered ‘What,’ then began to have rolling and scream- 
ing episode and clutching student’s pants and lab coat. 
When told to release coat and pants leg she did so 
and continued to roll around. When everyone left her 
alone in the middle of the floor she became quiet and 
stayed there until another patient helped her to her 
feet. She then went to bed. 

The patient appeared to be in contact with what 
was going on around her and who was around her at 
all times.” 


4, (53rd day) “Patient had ‘seizure’ today . . . spine 
rigid, all extremities in tonus. This position was main- 
tained some 5 minutes, accompanied by profuse sweat- 
ing. Patient was unresponsive, with angle of mouth 
drawn to one side. She was unable to inhale ammonia, 
but finally struggled and awoke with clear sensorium. 
She apologized for ‘spell’ and professed she couldn’t 
help herself. This certainly was not a grand mal 
seizure.” 

The nurse’s notes contain some additional observa- 
tions: (1) that she kept her genitals and buttocks cov- 
ered at all times no matter how wildly she was mov- 
ing; (2) that the seizures were precipitated by the 
presence of anyone; (3) that she refused to do some 
things until she had had a seizure (“I can’t get up 
until I have my spell”); (4) that she appeared very 
angry because she was left alone during her attack and 
could not always get the attention of the nurses or 
patients, 

She continued to have seizures essentially the same 
until the 72nd day after admission, on which morning 
she was found dead in bed, her head face down in the 
pillow. Her behavior on the previous day had been no 
different than for the prior 6 weeks. She had had 2 
Seizures the day before. 

Laboratory examinations during hospitalization in- 
cluded (day in parentheses): Hgb. (2) 10.5 Gm.; sed. 
rate, 4 mm. per hr.; urine (2) yellow, acid, sp. gr. 
1.015, trace of albumin, negative for sugar (urine was 
analyzed daily for sugar during treatment and varied 
from negative to 2+). Blood Wasserman was posi- 
uve; Kahn standard doubtful; spinal fluid (4) protein 
29 mg. per 100 cc., gold curve 000000000, Kolmer neg- 
ative; WBC (19) 7,200; serum calcium 43 mEq./L. 
The chest film (4) showed thoracic scoliosis; EEG. (50) 
9 to 10 per sec. alpha with no change on hyperventila- 
‘ion, innumerable muscle, eye-blink and movement 
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artifacts (normal EEG.) . Psychologic examination (52) 
full scale (Wechsler\ I.Q. of 64 with verbal score of 
86; only 7 responses on Rorschach, rejecting 4 cards, 
with “many signs of organicity, but schizophrenia is 
not ruled out as an alternative possibility.” 

Complete gross and microscopic postmortem exami- 
nation (including blood sugar level of 75 mg. per 100 
cc.) revealed no cause for death. The brain weighed 
1,300 Gm. On recent review of the few microscopic 
sections available a single small cluster of plasma cells 
was seen in the caudate nucleus. There was no peri- 
vascular inflammation, no evidence of ependymal 
granulation or rod cells. The nature of this focal ac- 
cumulation remains unclear. 


Comment. In this case behavioral symptoms, 
pre-eminently nonepileptic seizures, increased 
in severity over a 9 month period. At the sixth 
month there was sudden onset of diabetic aci- 
dosis which was easily controlled. Nonepilep- 
tic seizures, with few other psychic symptoms, 
were prominent up until sudden death, for 
which no explanation could be found despite 
complete postmortem studies. One interpreta- 
tion of this case is that the nonepileptic seiz- 
ures were psychologic reactions of a person 
whose mental processes and available reper- 
tory of mental mechanisms were already com- 
promised by some fatal undiagnosed cerebral 
or metabolic disease. 


Case 11. This 19 year old white schoolgirl was seen 
in neurology clinic because of seizures. She dated the 
onset of her present difficulty to one year previously 
when she awakened at night screaming and complain- 
ing of pain in her back and abdomen. She said thick, 
frothy saliva came from her mouth. Presumably this 
was the first of many seizures, most of which recurred 
in the week prior to the menses. They usually started 
with a feeling as though her stomach were coming 
apart, then she felt a lump in her throat and a sensa- 
tion at other times as though her head were “coming 
apart,” and then was unaware of what happened. 
After a variable period of time she became aware of 
being very sore and found herself wet from saliva. She 
said she often had a headache and went to sleep fol- 
lowing a seizure. Her family, though almost as impre- 
cise and circumspect as the patient, corroborated the 
history of seizures. They described many seizures of 
violent motor activity, during some of which the pa- 
tient bruised herself. The seizures had become such a 
disrupting influence at school that the authorities for- 
bade her return. She had been taking many anticon- 
vulsant drugs as prescribed by several physicians over 
the previous 6 months. An EEG. showed scattered 
symmetrical slow activity and generalized paroxysmal 
bursts of irregular 2 to 5 per sec. high voltage slow 
waves. 

Additional historical information on admission re- 
vealed that seizures were but one part of a long his- 
tory of disturbed and immature behavior, which will 
not be described in detail. 


It was found that she had been admitted to psy- 
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chiatry ward service the previous year. The symptoms 
at that time were as described above, but they had not 
yet recurred often enough to be thought of as seizures 
(episodic). The discharge diagnosis was conversion re- 
action, immature personality, possible early schizo- 
phrenic reaction. 

The patient had talked freely with many people 
about her seizures. Often she used this as a subject for 
beginning a conversation. On the ward, manifest loose- 
ness of thought associations was not immediately rec- 
ognized, obscured by contrast with her rather dramatic 
behavior, which required constant attention of ward 
personnel and doctors. Physical examination and lab- 
oratory studies were normal (including cerebrospinal 
fluid examination, skull x-rays and pneumoenceph- 
alography) , except for the EEG., which again showed 
paroxysmal bursts of high voltage slow waves. Psycho- 
logic tests showed an I1.Q. in the 75 to 80 range. Her 
capacity was lowered by confused thinking and unsus- 
tained attention. Problems were interpreted in a child- 
ish way. The figure drawing on the Rorschach test led 
to the conclusion that the patient “had the potential 
for developing a paranoid schizophrenic reaction.” 
Many seizures were observed on the ward in which 
she began to shake her head, froth at the mouth, and 
flutter her eyelids; the arms thrashed in random mo- 
tions; a tongue depressor placed in her mouth would 
be held firmly between her teeth. Any attempt by at- 
tendants to restrain her was vigorously resisted, but 
she lay quietly after a few minutes if left alone. At 
this time she “cooperated” in passive manipulation 
such as muscle tone testing. Neurologic examination 
showed nothing abnormal. After such an episode she 
gradually opened her eyes and appeared alert, then 
asked, “Did I just have an epileptic attack?” 

On the basis of the violent nature and dra- 
matic impact of the seizures and the electroencephalo- 
graphic abnormality, various physicians who saw her 
gave her anticonvulsant drugs, often in large doses. 
Psychiatric management as an outpatient was attempt- 
ed, but after several months of increasingly frequent, 
long and hard seizures she entered a state mental hos- 
pital for intensive inpatient treatment. For the first 
week there she had almost continuous seizures, during 
which time the staff was concerned over the possibility 
of status epilepticus. As soon as the seizures were dis- 
regarded they became very infrequent and did not re- 
cur during hospitalization. When the patient was on 
furlough I was sometimes called by the family because 
of seizures. On several occasions purposive activity 
during the episodes was undeniably present. She tore 
her mother’s clothes and struck her during one pro- 
longed seizure. 


Comment. In this case seizures became the 
focal or most prominent symptom of a schizo- 
phrenic process. The physicians’ attention was 
often diverted by the seeming severity of the 
symptom. The abnormal electroencephalo- 
graphic findings confused the diagnosis and 
unduly influenced the treatment. 

Case 12. A 22 year old white, female, premedical stu- 


dent consulted a psychiatrist at the age of 19 because 
of seizures. In most of these she suddenly became 
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anxious and had vivid recollections of a childhood 
event in which her mother tried to drown her in a 
river. Observers noted a glazed appearance to her eyes 
and her facies was described as that of a child in 
panic. The patient often mumbled, “No, no, no,” If 
anyone touched her she scratched, struck, and strug. 
gled violently. She sometimes gave limited and confused 
responses to various commands. If left alone she grad. 
ually resumed her usual state of consciousness and be. 
havior. She was often unable to account for the events 
of whole week-ends, presumably because of almost 
continuous seizures. Several acquaintances confirmed 
that they had found her in such a state when comi 
for a visit. Seizures never occurred during school hours, 
and she was an honor student. 

She also complained of several episodes of amnesia. 
Following these she sometimes found herself far from 
home. Her last memory on one occasion was of having 
accepted a ride from a strange man. She stated that on 
another occasion her pocket book disappeared while 
she was riding a streetcar, presumably stolen while she 
was in a fugue state. 

She was admitted to the hospital for evaluation with 
a tentative diagnosis of psychomotor epilepsy. Past his- 
tory revealed that she had suffered considerable nutri- 
tional deprivation in central Europe during the Nazi 
occupation. When she returned to the United States 
with her parents, the home situation was difficult to 
bear. She often reacted to the tension between her 
rigid, domineering father and her alcoholic mother by 
banging her head against the wall. Once she alarmed 
the family when she produced protracted unconscious- 
ness in this manner (the length of time is unknown). 
The following year she obtained a scholarship and 
started college, but she left because of pulmonary 
tuberculosis. While in the sanatorium she had her first 
seizure, which was said to have been a generalized 
convulsion, the only one she ever had. She reported 
that a normal pneumoencephalogram had been ob- 
tained at that time. A thoracotomy had been per- 
formed and the tuberculosis arrested. She returned to 
college but was not allowed to live in the dormitory 
because of the alleged infectious danger to the other 
students. 


Physical examination showed a thoracic asymmetry 
as a result of the operation. Movements of the left 
upper extremity were slightly less well coordinated 
than those on the right, presumably secondary to the 
operative structural changes. The left pupil was 1 to2 
mm. greater than the right after barbiturate adminis 
tration. A questionable left homonymous field defect 
was not verified on subsequent examination. Skull 
films and pneumoencephalograms were normal. EEGs. 
were also attempted during seizures, but struggling 
prevented successful recording. 

The patient had numerous seizures in the hospital, 
and opinion became divided as to whether her be 
havior should be called psychotic or epileptic. Anti- 
convulsants and sedatives were given to the point of 
toxicity with no effect on episodic behavior. After sev- 
eral weeks the frequency decreased and she was dis 
charged on a moderate dosage of mephobarbital 
(Mebaral) to the care of her father. Throughout hot 
pitalization, even when not having seizures, she showed 
much immaturity and manipulative feigned naivete. 


realist! 
she h 
quired 
stitute 
give fi 
She w 
epilep 
She 
after 
occult 
not ai 
durati 
not fe 


slight 
stricte 
Dur 
presse 
expre: 
returr 
ing. } 
impli 
incon’ 
tient 
The 
drool 
ahead 
celled 
seizur 
State 
Co 
not 
estak 
posit 
desp 
abou 
desir 
und 
and 
this 
to g 
case, 
tants 
cont 
attel 
the | 
ly a 


this ii 
shown 
poral 
The 
There 
howev' 
realize 
had b 
paral¢ 
Speecl 
= 
> 
ae 


VOLUME 52 THE RECOGNITION OF NONEPILEPTIC SEIZURES—Ferriss 1565 


An EEG. under pentylenetetrazol (Metrazol) activation 
was reported as abnormal, but some have disputed 
this interpretation. EEGs. several years later have 
shown definite irregular slow activity in both tem- 
poral regions. 

The patient has been followed at long intervals. 
There have been extended periods of stable behavior; 
however, she has been readmitted several times. The 
latest followed a period in psychotherapy when she 
realized that certain fantasied desires would not be 
realistically attainable. In despair she announced that 
she had stopped taking her mephobarbital and in- 
quired in a naive manner of several people what con- 
stituted Jacksonian seizures. She then proceeded to 
give frequent and satisfactorily convincing imitations. 
She was admitted with the tentative diagnosis of status 
epilepticus. 

She was seen in consultation on the wards one week 
after admission. The nurse informed that “seizures” 
occurred whenever the doctors were on the ward, but 
not at other times. Seizures were of 3 to 15 minutes 
duration, several scattered throughout the day, were 
not followed by confusion, lethargy or paralysis. She 
had been heavily sedated with amobarbital (Amytal), 
paraldehyde, diphenylhydantoin, and _primidone. 
Speech was slurred, and ataxia was present. There was 
slight ptosis bilaterally and the left pupil was not con- 
stricted as much as the right. 

During the ensuing conversation sympathy was ex- 
pressed for (presumed) helpless feelings and hope was 
expressed that she would be able to gain control and 
return to psychotherapy and the usual routine of liv- 
ing. No concern was shown over the seizures; it was 
implied that they were of no real danger but were 
inconvenient. Shortly after this conversation the pa- 
tient emitted a gurgling cry and doubled up in bed. 
The left extremities moved rhythmically. Saliva 
drooled from her mouth. The eyes were fixed straight 
ahead. Her physicians stopped medication and can- 
celled proposed contrast studies. She had one brief 
seizure subsequently and left the hospital in her usual 
state within the week. 


Comment. These latter seizures were clearly 
not epileptic. The observation of this seizure 
established its true nature. Because of the 
positive past history, epilepsy was suspected 
despite this. The hospital physicians’ concern 
about the seizures helped perpetuate the 
symptom. Such concern was probably greatly 
desired by the patient, and she was willing to 
undergo strenuous exertion (seizures), surgery, 
and drugging to obtain it. Once she obtained 
this attention without having to have seizures 
to get it, they subsided. As in the previous 
case, more or less specific immediate precipi- 
tants of the seizure were evident. Effective 
control resided less in use of drugs than in 
attention to these factors. Whether some of 
the patient’s previous fugue states fit current- 
ly accepted definitions of psychomotor epi- 
lepsy is a matter for discussion. 


Discussion 


Over the past 3 years approximately 50 
cases of nonepileptic seizures were seen. Most 
of the patients were female, but 11 were adult 
males and 5 were boys between the ages of 9 
to 12 years. The majority had been studied or 
treated for epilepsy. Several were seen in 
emergency consultation (e.g., Case 11). A de- 
tailed review of all cases in a special research- 
treatment clinic for epileptics (150 patients) 
led to re-evaluation of 7, who were found to 
have nonepileptic seizures only. 

Proper diagnosis could be made easily when 
a seizure was observed (Cases 1 to 5, 7 to 9, 
11, 12). In some cases the evidence favored 
nonepileptic classification, even though a seiz- 
ure was never seen (Case 6). No certain cri- 
teria can be put down to cover all cases, but 
several points will be mentioned. 


In most cases the nonepileptic seizure has a 
more gradual onset and lasts longer than the 
epileptic seizure type which it most resembles. 
Whereas the motor activity in the usual gen- 
eralized (grand mal) convulsion ceases within 
a minute, in nonepileptic seizures it persists 
continuously or intermittently for several 
minutes. Shaking movements in unilateral 
nonepileptic seizures (Cases 9 and 12) usually 
show no progression or march as in focal 
motor or Jacksonian epileptic seizures. Clonic 
movements may be seen at proximal joints 
and not at distal ones. In nonepileptic seizures 
there is frequently some obviously purposeful 
element in the motor movements; for exam- 
ple, fighting or resisting restraint, grasping 
the bedrails to prevent falling, or putting out 
the arm to check a fall. Occasionally purposive 
movements are seen in true psychomotor seiz- 
ures; these are usually stereotyped and repeti- 
tious, though not always so. Tongue biting 
often occurs during an epileptic seizure; but 
the lips, arms, and occasionally another per- 
son may be bitten in a nonepileptic seizure. 

Some degree of awareness is preserved in 
most cases. Sometimes certain words can be 
comprehended. The suggestion to cease con- 
vulsing may be accepted by the patient. Often, 
however, only very strong external stimuli are 
appreciated. (This is the rationale for using 
strong supraorbital pressure preceding loudly- 
voiced verbal suggestion to stop a seizure.) 
Vocalizations, when they occur, are in contrast 
to the restrained monotonous mumblings of 


955 
Da : 
eyes 
| in 
"if 
rug: 
tad- 
nost 
hing 
urs, a 
Tom 
ving 
t on 
she 
with 
his- 
utri- 
Nazi 
tates 
It to 
her 
by 
med 
jous- 
wn). 
and : 
nary 
first 
lized 
orted » 
to 
itory 4 
other 
netry 
left 
nated 
> the i 
to2 
ninis- 
lefect 
Skull 
sEGs. 
gling 
pital, 
r be 
Anti- 
nt of 
r 
s dis: 
rbital 
t hos 
rowed 
ivete. 


1566 SOUTHERN MEDICAL JOURNAL 


psychomotor epileptics, and they are easily 
distinguished from the single inspirational 
epileptic cry sometimes heard at the onset of 
a grand mal seizure. In nonepileptic seizures, 
the patient may shriek or scream. Well-formed 
words, often the name of a relative or spouse, 
are sometimes repeated over and over with an 
imploring quality of voice. Occasionally to 
some observers seizure movements are remi- 
niscent of the behavior of a fearful unsatisfied 
baby (Case 2). More often frankly primitive 
sexual behavior is suggested (Cases 4 and 5). 
Neurologic signs (Babinski, absent pupil- 
lary light reflex, etc.) are not found during or 
after a seizure, whereas these are often found 
during or after an epileptic seizure. If a non- 
epileptic seizure occurs while an electroen- 
cephalogram is being recorded, there is no 
change in the record aside from the appear- 
ance of various artifacts. 


The influence of emotions or emotionally 
charged situations in precipitating seizures is 
well illustrated in the cases. This can also be 
a feature of true epileptic seizures, especially 
psychomotor seizures. Often a nonepileptic 
seizure follows closely upon a frightening ex- 
perience. Sometimes on the wards patients use 
seizures in attempts to get more care and con- 
sideration (Cases 9, 10, and 11). The physi- 
cian frequently witnesses a seizure shortly 
after he leaves the bedside. The violent 
thrashing-screaming type of seizure has many 
features in common with the grief reactions, 
normal in some cultural subgroups, seen in 
relatives and close friends of the deceased at a 
funeral. 


As a nonepileptic seizure terminates, there 
may be a gush of emotional expression, usual- 
ly crying. This is followed frequently by a 
feeling of relief and well-being. This is in con- 
trast to the fatigue and somnolence usually 
seen in epilepsy. 

Nonepileptic seizures have been described 
for at least a century. Epidemics have been 
known, even in recent years.?:3 Charcot* used 
the term hysterical seizures in accordance with 
19th century usage to denote the type of seiz- 
ures described in this paper (especially Cases 
1, 3, 4, and 5). For the underlying disease of 
which these seizures were the most pronounced 
manifestation he used the term epileptiform 
hysteria. It was well recognized in his time 
that patients could have various combinations 
of epilepsy and hysteria. He argued against 
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the existence of a hybrid disease which was 
part epileptic, part hysterical. He showed that 
the manifestations are distinct and capable of 
separate recognition, and that most cases sus. 
pected of being the hybrid disease were really 
hysterical. Excellent examples of hysterical 
seizures were given in the textbooks of the last 
century, for example those of Gowers’5.6 Ip 
most modern neurologic texts the discussion 
of nonepileptic seizures is brief and the term 
hysterical has been eliminated. 


In the last 20 years, however, recognition 
has been fostered in a negative way through 
publication of many papers and books on epi- 
leptic phenomena.*.§ The ability to recognize 
nonepileptic seizures derives, to a great ex- 
tent, from a thorough knowledge of epileptic 
seizures. In this regard great clarification of 
epileptic states has been possible with the use 
of electroencephalography. Concomitant with 
the development of this technic has been the 
demonstration that a distinction between epi- 
leptic and nonepileptic phenomena in some 
cases does not serve a useful (therapeutic) 
purpose® (for example, the presenting seizures 
in Case 12). Opinion is divided concerning the 
definition of epilepsy.1° The role of the elec- 
troencephalogram in making such a diagnosis 
cannot be considered definitive. It is not nec- 
essary or advisable to place complete trust 
in the electroencephalogram to determine 
whether patients are “epileptic” or “nonepi- 
leptic.” To do so would require assumptions 
and have theoretical ramifications which can 
be appreciated only imperfectly at our present 
stage of neurophysiologic knowledge. Attempt- 
ing this in some of the above cases would lead 
to confusion (Cases 11 and 12). We may al- 
ways use the data of electroencephalography 
to help in the fuller description of the patient, 
however. 

Krapf!! looks upon seizures of both epilep- 
tic or hysterical type as representing immature 
behavior patterns fixed at low physiologic or 
psychologic levels. Departing from strictly 
psychologic theory, some psychiatrists! con- 
sider episodic behavior from a new point of 
view, with the title of “episodic dyscontrol.” 
Elaboration of such ideas may eventually give 
our diagnostic and therapeutic technics @ 
more useful theoretical framework. For pres- 
ent purposes however, it is sufficient to em- 
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It is possible to recognize the particular 
types of nonepileptic seizures described above. 
Most confusion in the considered cases oc- 
curred because of premature diagnosis with 
insufficiently detailed information on the 
personality and life situation of the patient. 

Nonepileptic seizures should always be con- 
sidered as symptomatic. In the cases cited, a 
full range of conditions from acute situational 
reactions (Cases 7, 8, and 9) through psy- 
chotic reactions (Cases 11 and 12) was seen. 
Caution must be observed against underesti- 
mating the severity of the underlying psychi- 
atric disturbances or disease. In this regard a 
complete longitudinal history of the patient is 
absolutely necessary. Just as conversion symp- 
toms and signs may often appear as the first 
manifestations of various diseases of the 
brain,’ so may a flurry of nonepileptic seiz- 
ures herald a severe destructive illness. The 
first step in the proper management of pa- 
tients with nonepileptic seizures should be to 
obtain psychiatric consultation. 


Summary 


Some cases of patients with nonepileptic 
seizures are presented and various features of 
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their recognition discussed. It is felt that this 
group of patients can be properly diagnosed 
on clinical grounds, if adequate attention is 
paid to the details of the seizures themselves, 
the circumstances of their occurrence, and the 
personality and life situation of the patient. 


References 


1. Epstein, A. W., and Ervin, F.: Psychodynamic Signifi- 
cance of Seizure Content in Psychomotor Epilepsy, Psy- 
chosom. Med. 18:43, 1956. 

2. Michaux, L., Gallot, H. M., Lemperiere, T., and Juredieu, 
C.: Epidemic Convulsive Hysteria in Girls’ School: Psycho- 
pathologic Study, Arch. franc. pediat. 9:987, 1952. 

8. Schuler, E. A., and Parenton, V. J.: A Recent Epidemic 
ro a ne in a Louisiana High School, J. Soc. Psychol. 

3221, 

4. Charcot, J. M.: Lectures on Diseases of the Nervous Sys- 
tem. The New Sydenham Soc., London 1877, pp. 300-315. 
(Trans. G. Sigerson). 

5. Gowers, W. R.: Diseases of the a System. Ed. 2, 
Vol. 11, Philadelphia, P. Blankiston, 

6. Gowers, W. R.: Epilepsy. Ed. 11, Tak 3. & A, 
Churchill, 1901, pp. 165, 235. 

7. Penfield, W., and Jasper, H.: Epilepsy and the Func- 
tional Anatomy of the Human Brain. Boston, Little, 
Brown and Co., 1954. 

8. Gastaut, H.: The Epilepsies, a Clinicoelectroencephalo- 
graphic Study. Springfield, Ill.: Charles C. Thomas, Pub- 
lisher, 1954. 

9. Williams, D.: Reflected in Epileptic 
Seizures, Brain 79: 29, 

10. Walter, W. G.: ve hee ‘in Hill, D. and Parr, G. ed. 
Electroencephalography, p. 228, London, 1950. 

ll. Krapf, E. E.: On the Pathogenesis of Epileptic and Hys- 
terical Seizures. Bull. World Health Organ. 16:749, 1957. 

12. Menninger, K., and Mayman, M.: Episodic Dyscontrol: A 
2013s, a of Stress Adaptation, Bull. Menninger Clin. 

135, 

13. Pritchard, E. A. B.: The Functional Symptoms of Organic 

Disease of the Brain, Lancet 1:268:363, 1955. 


9 
aS 
at 
of 
S- 
ly 
al 
st 
m 
mn 
ze 
X- 
tic 
of 
se 
th 
he 
pi: 
ne 
ic 
he 
sis 
ec- 
ust 
ine 
pi- 
ons 
“an a 
ent 
pt 
aad 
al- 
hy 
nt, 

ure 4 
/ 
‘on- 
rive 
$a 
res- 
be 


Growing with the 


WHEN THE CHAIRMAN ON GERIATRICS invited 
me to participate in this important Symposium 
on the health and medical problems of the 
later years, I was assigned the rather chal- 
lenging title of “Growing with the Years” for 
discussion. On reflection, the selection is 
timely; it is also appropriate. The common 
lot of many older individuals is not a happy 
one. Numerous problems beset them. Among 
these there may be illness of one kind or 
another, domiciliary concern, financial pres- 
sure and family tensions. 

The enlarging number of older citizens 
which has reached, one might say, epidemic 
proportions, is forcing various organizations, 
official and voluntary, to search for ways and 
means to alter, for the better if possible, the 
over-all status of the senior group of our 
national population. 

As a physician our principal field of in- 
terest has focused on the physiologic altera- 
tions of performance on the part of oldsters. 
At the same time we have been searching for 
a better understanding of the transformations, 
tissue-wise, appearing in the bones, muscles, 
the vascular walls and nerve cells with passing 
time. There is an abundant literature dealing 
with these changes; much of it is stimulating. 
While differences of opinion abound, evi- 
dence nevertheless indicates the capacity of 
these various tissues for self-repair and re- 
generation if given a reasonable opportunity. 
In the improved knowledge of nutrition 
and a growing awareness of the fundamental 
importance of exercise to keep tissues and 
organ systems in a happy functional running 
order there is the promise of additional life 
expectancy. The quantitative line is secondary 
in importance to the preservation of energy 
within the tissues and body as a whole. This 
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makes for a more healthy, biologic organism 
which can be maintained in good running 
order far beyond the previous predicted 
limits. 

Given additional time and a happier or- 
ganism, the issue of motivation, that is, a 
justification for the added period of human 
existence, comes to the forefront. 

In a simple formula with energy mainte- 
nance over dissipation plus motivation, in 
terms of socially valid activities, such a state- 
ment represents the life of the individual in 
terms of fulfillment and achievement. In an- 
alyzing such a statement the greater the dis- 
persion by disease, deterioration or boredom, 
the less the preponderance of surplus energy, 
the weaker and more aged the individual. 
This is, of course, crudely relative, for a 
strongly motivated individual with a useful 
occupation enjoys a personal satisfaction in 
terms of human values. 

E 
= 

There are many barriers to growing with 
the years,—for example, compulsory retire- 
ment. A man who has reached the zenith of 
his capabilities of performance, because of 
an outworn antiquated practice of many in- 
dustries which forces him out of productive 
action, becomes an observer of the passing 
scene. There has been much study concerned 
with retirement, pre-retirement, and counsel- 
ing and advising concerning future activities, 
all of which attest to the importance of the 
problem. Obviously, there is more than one 
solution, in fact, many solutions must exist. 

The widespread dissatisfaction with the lot 
of the busy, productive, older working man 
has become an issue of first importance in 
industry from the aspect of management and 
of equal importance on the part of labor. 
Too often, the leaders who constitute the 
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governing boards on both sides of the bar- 
gaining table totally disregard the basic needs 
and desires of the individual employee. 

The fact is that improved mechanisms for 
eliminating many tasks which heretofore re- 
quired hard labor on the part of workmen 
are now giving way to mechanical devices 
which are handled with ease. In the field of 
automation the individual takes on new im- 
portance because ' is able to perform the 
task without wearing away his vital physical 
reserves. 

To improve the lot of the older citizens 
there is a great need for a cultural reorien- 
tation. 


From Emphasis on: 


I. A YOUTH- 
ORIENTED SOCIETY 


To Emphasis on: 


A MatTureE-AGE 


ORIENTED SOCIETY 
IJ. THE INDIVIDUAL THE FAMILY 


III. CHRONOLOGIC Bio.ocic TIME 


TIME 
HEALTH-ORIENTED 


Lonc TERM 
DISORDER 


IV. SICKNESS-ORIENTED 
V. AcuTE DISEASE 


THE SECOND 
CAREER 


VI. RETIREMENT 


The change of emphasis, as recorded in the 
above table, will result in broader opportuni- 
ties for older persons to enjoy better health, 
with fewer restrictions and a larger oppor- 
tunity to participate in the work of the world. 
These greatly-to-be desired objectives can be 
possible only on demand and striving on the 
part of the older individual himself. 


Youth has been served during the first half 
of the twentieth century. It begins to appear 
that this emphasis has not infrequently been 
a detriment rather than a help where dis- 
cipline and lack of guidance have rested 
while the youth was allowed “the freedom 
of expression.” Experience suggests in the 
study of family life and development, and in 
education, that no one particular age group 
should be favored over any other. The youth 
learns from the elderly, the elderly in turn 
can learn and grow through youth and its 
experience. Together they weave the social 
fabric. The time, then, has arrived when a 
clearer appreciation of maturity in terms of 
human experience is advisable. 


Students of man, scientists, physicians, an- 
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thropologists, sociologists and those engaged 
in the medical and the paramedical profes- 
sions have abundant evidence that the meas- 
ure of aging according to chronologic time is 
but an illusion. There are useful individuals 
in the eighties and elderly ones in the thirties 
and forties. The stamina of tissues, biologic 
resiliency, responsiveness and ability to adjust 
to changing conditions represents a more ac- 
curate measure of an individual’s life ex- 
pectancy. Biologic time is a more accurate 
index of individual potential. 

As a nation we have been sickness-oriented, 
with concentration on the diseases and de- 
teriorations and insults to the human body 
and mind. The concentration of scientific 
disciplines in search for effective controls has 
resulted in spectacular dividends reflected in 
the added years of life expectancy. Recently 
refined technics now available to study the 
more minute features of tissue structure and 
performance have opened new areas for re- 
search in potentials of tissue endurance, per- 
formance and durability. Accordingly, a new 
and exciting area for study is opening up for 
the medical profession. It now becomes of 
practical importance to explore measures 
which will result in a healthier body and 
nervous system. This, in turn, would rein- 
force the body against many of the ailments 
and deteriorations of tissue which have been 
the unfortunate experience of previous gen- 
erations. 


With many of the acute disorders yielding 
to improved therapy, the long term wear and 
tear degenerations of body tissues have as- 
sumed the position of first importance in 
vital statistics and also with morbidity. The 
foremost common medical conditions of later 
years are (1) degeneration of the blood ves- 
sels, (2) cancer, (3) arthritis and (4) mental 
disorders. In coming decades when vastly im- 
proved measures are elaborated to bring these 
4 serious afflictions under control, as science 
has done in the first half of the twentieth 
century with acute infections, nutritional and 
endocrine disease, another spectacular thrust 
forward of life expectancy can be predicted 
with confidence. Man will live longer, he will 
also stay young and retain resiliency and vi- 
tality of tissues far into the so-called later 
period of human life. 

To add stature to the individual as a citizen 
it behooves him then to make the most of 
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personal striving and planning. This becomes, assumes added importance for those in the 
broadly speaking, a factor for family plan- middle years who can, with confidence, look 


the added years. This can only be done by _lem of any particular era in the life span. It R 
ning. Growing with the years is not a prob- _ forward to an extension to their lives. A 
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Recognition and ‘Treatment of 
Arthritis in the Elderly Patient: 


JOSEPH J. BUNIM, M.D.,t Bethesda, Md. 


Dr. T. W. Topp! wrote: “To the popular 
mind the aging of Man is expressed in skin 
and hair, and nails and teeth, in bones and 
muscles, in the body that has to perform the 
command of the will. But whereas the aging 
in skin and teeth, in hair and nails may take 
place without necessarily affecting the body 
as a whole, aging in the muscles and bones 
bites into Man’s pride and gives him a sense 
of the passage of time which he fain would 
conceal even from himself. Conscious of the 
waning strength and endurance, he seeks for 
substitutes, accepting with difficulty the limi- 
tations imposed by Time and inferring there- 
from a suggestion of infirmity.” 

Although there are numerous forms of ar- 
thritis, the 2 chronic types that most com- 
monly attack people past middle age are osteo- 
arthritis and rheumatoid arthritis. It is ex- 
tremely important that the physician distin- 
guish between these 2 types, since their patho- 
genesis, natural course, prognosis and treat- 
ment are strikingly different. 


Osteoarthritis 


Osteoarthritis (also called degenerative joint 
disease) is the most common type of chronic 
arthritis. Although it affects an older age 
group and is not so frequently or severely 
disabling as rheumatoid arthritis, it, neverthe- 
less, is of considerable economic importance. 
In an industrial population in New York 
consisting of 23,000 persons, of whom 89% 
were men, and the average age 45 years, it 
was found that degenerative joint disease was 
the second most common musculoskeletal dis- 
order, being exceeded only by bursitis. Of 
all patients who presented objective evidence 
of musculoskeletal disease, degenerative joint 
disease was diagnosed in 14 per cent. It oc- 
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curred more frequently than gout and rheu- 
matoid arthritis combined. The site of in- 
volvement which gave rise to symptoms was 
in order of descending frequency, spine 73%, 
knees 25%, hips 7% and other joints 5 per 
cent. Symptomatic degenerative joint disease 
occurred in 12 per thousand employees dur- 
ing the year 1954. 

Note that in citing these figures we stressed 
the term “symptomatic osteoarthritis.” Dis- 
tinction should be made between the presence 
of morphologic changes of this disease which 
require no treatment and clinical symptoms 
which do. It is interesting that although an- 
atomic changes occur in men and women in 
approximately the same incidence, clinical 
manifestations are twice as common among 
women. In people above age 60, 25% of 
women and 15% of men have symptoms of 
osteoarthritis. 


Pathology. The first step in the chain of 
pathologic events in osteoarthritis is degenera- 
tion of articular cartilage. The matrix loses 
water, becomes hardened, less elastic, less 
permeable and later disappears, exposing the 
collagen fibers. Chemical analysis of cartilage 
that has undergone fibrillation discloses an 
alteration in the ratio of collagen to chondroi- 
tin sulfate. The former constitutes the fibril- 
lar framework of the cartilage and the latter 
is the mucopolysaccharide of the ground sub- 
stance in which the fibrils are embedded. The 
cartilage loses its elasticity and resilience, and 
its surface layers become flaked, ulcerated and 
denuded. Clefts and fissures appear perpen- 
dicular to the articular surface and attribute 
to the cartilage a felt-like filamentous appear- 
ance. As attrition advances, erosion and loss 
of cartilaginous substance follow. The initial 
stages of senescence and degeneration tran- 
spire imperceptibly; clinical symptoms do not 
appear until the stage of cartilage fibrillation, 
disintegration and destruction is reached. 


This stage of degeneration is followed by a 
productive or hypertrophic phase. In the area 
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where articular cartilage has been reduced in 
depth, the underlying calcified cartilage be- 
comes thicker, denser and reduplicated. The 
subjacent bone becomes thickened and rein- 
forced with a stout subchondral plate of bone. 
This change is referred to as eburnation. As 
destruction of cartilage becomes advanced 
osteophytes appear. Osteophytes can readily 
be seen on x-ray and are characteristic of 
osteoarthritis. 


Changes in the synovial lining ao not ap- 
pear until relatively late. In striking contrast 
to that seen in rheumatoid arthritis, the sy- 
novial membrane is fibrotic, not inflamed or 
hyperemic, and only slightly and inconstantly 
proliferative. When fragments of disintegrated 
cartilage or bone are dislodged and fall to the 
synovial surface of the joint, phagocytosis by 
the lining cells occurs and hyperplasia de- 
velops. This event is followed by considerable 
fibrous thickening and shrinkage of the joint 
capsule. Tightening of the capsule may con- 
tribute to the limitation of joint motion and, 
since the capsule is supplied with somatic and 
autonomic fibers, it will give rise to pain and 
reflex muscle spasm when stretched beyond 
its restricted limits. 


The third stage, following cartilage degen- 
eration and bony proliferation consists of 
osseous destruction. As a result of ischemic 
changes that occur in the advanced stages, 
small areas of aseptic necrosis of bone de- 
velop. Probably unrelated causally to this 
process is the appearance of multiple bone 
cysts. It has recently been suggested that these 
cysts do not result from bone destruction since 
they are lined by sclerotic trabeculae and not 
degenerating bone. When carefully dissected, 
all cysts are found to communicate with the 
joint space by stomata. In the cysts, which 
range in size from 1 mm. to 2.5 cm., are 
present poorly vascularized fibrous tissue, frag- 
ments of articular cartilage, and synovial fluid. 
Landells? hypothesized that the cysts arise 
from intrusion of the synovial fluid under 
pressure into subchondral bone at the site of 
cartilage degeneration. 


Although the pathologic changes of osteo- 
arthritis are believed to be generalized the 
symptoms are localized as a rule. As mentioned 
previously, the commonest site is the spine, 
second are the knees, less frequently the hips, 
and all the other joints are troublesome in a 
small proportion of patients. 
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The knobby excrescences at the terminal 
finger joints, Heberden’s nodes, deserve special 
mention. When they first appear they may be 
associated with pain, slight swelling and slight 
redness. These symptoms soon subside but 
the bony protuberance always persists and 
usually grows larger. Idiopathic Heberden’s 
nodes are inherited as a sex-influenced char. 
acteristic which is dominant in women, re. 
cessive in men, and depends upon a single 
autosomal gene. Accordingly, an affected 
woman would transmit the disease to one. 
half her daughters. One-half her sons would 
inherit the trait and would transmit it to 
one-half of their children although they them- 
selves would not manifest the disease. Because 
Heberden’s nodes are recessive in men, a 
man would develop them only if he inherited 
them from both parents. Some believe there 
was a definite association between the de- 
velopment of Heberden’s nodes and the meno- 
pause, although in individual patients the 
nodes appeared at times ranging from 20 
years before to 15 years after the menopause’ 

Clinical Picture. In osteoarthritis of the 
large peripheral joints, the affect’ d joints are 
painful, stiff—especially after being kept ina 
fixed position for a prolonged period—and 
somewhat tender. They are bony, hard, ir- 
regular, or knobby upon palpation. The typi- 
cal patient with osteoarthritis will, with the 
slightest encouragement, boast of aggressive 
good health for a person his age, save for a 
few stiff joints. There are no constitutional 
signs of infection in cases of osteoarthritis 
such as fever, weight loss, weakness, fatigue, 
generalized muscle wasting, anorexia, per 
spiration, anemia, leukocytosis, hyperglobu- 
linemia and elevated sedimentation rate. 

In osteoarthritis of the intervertebral ar- 
ticulations of the spine, hypertrophic bone 
changes may cause narrowing of the foramina 
with resulting irritation and compression of 
nerve roots. The symptoms will of course vary 
with the spinal segments involved. 

Treatment. The one remedy most fre- 
quently effective is the simple assurance by 
the physician that the patient does not have 
rheumatoid arthritis and consequently is not 
threatened with invalidism or crippling de- 
formity of multiple joints. Since medical 
treatment is always palliative and disability 
from this disease rarely severe, there generally 
is little justification for the use of drugs that 
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are potentially hazardous such as steroids 
(systemic administration), corticotropin, or 
phenylbutazone, or for drugs that are of no 
proved value such as colchicine, cinchophen, 
iodides, snake venom, liver extracts, vaccines, 
or antibiotics. Hormonal therapy such as thy- 
roid, estrogens and androgens should be ad- 
ministered only when there is evidence of a 
specific deficiency. Rest for the affected joints, 
physical therapy, corrective exercises, and as- 
pirin are beneficial. Obesity should be cor- 
rected, and a sustained and earnest effort at 
weight reduction should be made. Repeated 
intra-articular injections of 25 mg. of tertiary- 
butylacetate of hydrocortisone or prednisolone 
is often quite helpful in tiding the patient 
over a troublesome period. 


Corrective surgical measures are considered 
in but a small percentage of advanced cases 
of involvement of knee or hip associated with 
insufferable pain or serious disability. A va- 
riety of surgical procedures has been recom- 
mended. These include fusion of the joint 
(arthrodesis), arthroplasty, debridements, neu- 
rectomy, synovectomy, and _patellectomies. 
The literature on these measures is both abun- 
dant and controversial. The subject is too 
complex to be adequately discussed in this 
paper, even if I were competent to do so. 


Rheumatoid Arthritis 


Now let us turn to an entirely different 
disease, rheumatoid arthritis. This is unques- 
tionably a systemic disease of an inflammatory 
rather than degenerative nature. Arthritis is 
one of its manifestations, albeit a very promi- 
nent and very common one. The cause of 
theumatoid arthritis still eludes us. Although 
it is considered to occur most frequently in 
persons between the ages of 20 and 40, a re- 
cc.* survey, carefully carried out in a town 
.” Lancashire, England, revealed that between 
the ages of 55 to 64 severe rheumatoid ar- 
thritis occurs in 8% of women and 1.5% of 
men. When cases of all grades plus past epi- 
sodes of rheumatoid arthritis were included 
the prevalence in this age group jumped to 
25% of women and 11% of men. 

Medical textbooks often stress the point 
that whereas the terminal interphalangeal 
Joint (i.e. Heberden’s nodes) is often affected 
In osteoarthritis, the proximal interphalangeal 
joint is characteristically affected in rheuma- 
toid arthritis. This statement is true but it is 
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also true that 25% of patients with Heber- 
den’s nodes have involvement of the proximal 
interphalangeal joint as well. So old age does 
not exclude rheumatoid arthritis and involve- 
ment of proximal interphalangeal joint does 
not rule out osteoarthritis. 

Differential Diagnosis. When the rheuma- 
toid hand is examined one at once observes 
that the palm is quite moist; it is rarely dry as 
in osteoarthritis. The swelling of the proximal 
interphalangeal joints is periarticular, hence 
fusiform and soft—sometimes even fluctuant. 
The osteoarthritic joint by contrast is hard, 
bony and knobby. The metacarpophalangeal 
joints, especially the second and third, are 
frequently affected in rheumatoid arthritis; 
whereas, in osteoarthritis these joints are un- 
affected in almost all cases. The same differ- 
ence obtains in the wrists. Ulnar deviation, 
interosseous wasting, ruptured extensor ten- 
dons, chronic tendinitis and tenosynovitis, 
and subluxation are common in rheumatoid 
arthritis and do not occur in osteoarthritis. 

Subcutaneous nodules are the hallmark of 
rheumatoid arthritis and occur in 20% of 
cases. A positive agglutination test for sensi- 
tized sheep erythrocytes, latex particles or 
bentonite is found in 85% of cases of definite 
rheumatoid arthritis. The sedimentation rate 
in active rheumatoid arthritis is almost always 
elevated and a normocytic, slightly hypo- 
chronic anemia is commonly present. In 
osteoarthritis, the subcutaneous nodule, the 
positive agglutination test, an elevated sedi- 
mentation rate and this type of anemia are 
absent. 

Besides the sharp clinical and serologic 
differences between the two diseases, the 
x-ray pictures are of differential diagnostic 
importance. 

Treatment. There is universal agreement 
that rheumatoid arthritis should be treated 
early, aggressively, comprehensively and con- 
servatively. Conservative management in- 
cludes rest from the daily stresses of life, 
resolution, wherever possible, of inner con- 
flicts, reassurance and insight into the nature 
and implications of the disease, corrective 
exercises and physical therapy at home every 
day and salicylates given to tolerance, every 
4 hours, 6 times each day. 

If after several months of conscientious 
administration of a conservative program the 
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disease remains unresponsive and in fact seems 
to advance, a more potent anti-rheumatic 
agent than salicylates should be considered. 
The choice will most often be made from 
one of 4 drugs: gold compounds, cortico- 
steroids, phenylbutazone or antimalarial 
drugs. There is no unanimity of opinion 
among equally competent and informed ob- 
servers as to the drug of choice for those 
patients whose arthritis has failed to be satis- 
factorily controlled by the “conservative” 
general measures. Some physicians will choose 
gold, some cortisone, others phenylbutazone 
or chloroquine. Often the decision is made 
for the physician by the patient’s toxic re- 
action to one or another of the anti-rheumatic 
agents. Each one of these drugs may produce 
undesirable side effects or toxic reactions. Re- 
lapses occur sooner or later in the majority 
of patients after any of these medications are 
discontinued. There is no evidence that any 
of these agents has the capacity to arrest or 
substantially retard the pathologic processes 
of this disease. Obviously, none of the com- 
pounds strike at the cause of the disease, 
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since the etiology of rheumatoid arthritis 
still eludes us. No one of them should be 
used as the sole therapeutic agent but should 
be one component of an individualized com. 
prehensive plan of management. 

It should be emphasized, however, that al- 
though the cure for rheumatoid arthritis js 
not yet in sight, these agents together with 
other therapeutic measures often achieve a 
considerable degree of objective and subjec- 
tive improvement. They frequently enhance 
the functional capacity of the patient, restor- 
ing him to a state of self-sufficiency and em- 
ployability. The risk involved in prescribing 
an effective anti-rheumatic agent that is po- 
tentially toxic must constantly be balanced 
by the real risk of permitting the disease to 
progress relentlessly to destruction, deformity, 
disability and demoralization. 
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On or Off Your Rocker: 


EWALD W. BUSSE, M.D.,t Durham, N. C. 


To PROVIDE THE GENERAL PRACTITIONER with 
diagnostic and therapeutic skills, it is wise for 
us to pursue the question of what type of psy- 
choneurotic reactions are apt to emerge in 
later life. It is true that certain psychoneu- 
rotic symptoms have their highest incidence at 
certain periods of life, such as the phobias and 
temper tantrums of childhood, the hysterical 
reactions of young adulthood, the obsessive- 
compulsive reactions of middle life, and the 
hypochondriacal and depressive reactions of 
the middle or later years. My research inter- 
ests have provided the opportunity for me to 
review the medical history of a large number 
of elderly volunteer subjects, and to correlate 
this with psychiatric and psychologic evalua- 
tions. This experience has brought me to the 
conclusion that a core psychic conflict can be 
present in a personality for many years. But 
the manifestations of this conflict, that is, the 
psychoneurotic symptomatology, can vary in 
response to the life situation. Symptoms of a 
psychoneurotic nature, therefore, are not only 
determined by the specific conflict but also by 
the environment. In certain environments the 
patient finds that a particular symptom is 
more meaningful and more useful to his de- 
fenses against anxiety than some other type of 
symptom. 

The psychoneurosis encountered in aged 
patients cannot be attributed solely to a pro- 
cess of long standing. It also can represent a 
response to new and unfamiliar stresses. The 
environment of the elderly person has unique 
qualities as compared to the life situation 
found in other stages of the life span. How is 
this situation different and how does this situ- 
ation alter and produce psychoneurotic symp- 
tomatology? The following are specific threats 
which confront the elderly person: (1) His 
loss of social role. The individual who is past 
the usual age of retirement often finds that he 
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is no longer elected or assigned positions of 
responsibility in social or professional organi- 
zations. A retired individual can no longer 
identify himself as a professional or vocational 
person who has some stature in our society. 
Loss of this prestige-giving identification in 
our work-oriented society cannot help but 
contribute to the loss of self-esteem in the 
elderly person. Certainly, all physicians are 
aware of the switch in roles which takes place 
within the family unit. The elderly parent no 
longer has the place of authority that he occu- 
pied for so many years and in fact may be- 
come dependent upon his children. This role 
of reversal can be a serious adjustment prob- 
lem. (2) His decline in financial security. 
Financial security is fundamental to the 
health and happiness of the aging individual. 
Money is required if one is to maintain flexi- 
bility in action and social independence. It is 
required if one is to retain adequate protec- 
tion of health. How financial security can be 
provided for the increasing number of elderly 
people is not a problem which can be solved 
by the medical profession, but must be solved 
by constructive action of our entire society. 
On the other hand, the effect of such financial 
insecurity upon the health of the individual 
must be recognized by physicians. (3) Loss of 
opportunity to engage in self-satisfying ac- 
tivity. For many people, work provides an ex- 
cellent way of discharging energy in a manner 
which brings to the individual the satisfaction 
of accomplishment. A person must feel that 
he is worthwhile if he is to maintain his self- 
respect. Work or productivity is a way that a 
person can say to himself that he is contribut- 
ing to society; he has accomplished a goal; 
and he is therefore worthwhile. 

In addition to the external environment, 
the aging person must also cope with physio- 
logic and anatomic changes associated with 
the aging process. The ability to perceive cer- 
tain stimuli declines with advancing age. 
McFarland, working with commercial air 
transport pilots, has clearly demonstrated that 
after the age of 60, there is a sharp decline in 
the recognition of high frequency sounds. 
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This decline actually has its onset about the 
age of 40 when most individuals can no longer 
perceive a sound of 44,000 cycles per second 
at 30 decibels. In a somewhat similar manner, 
vision is much more impaired at lower levels 
of illumination for the older person as com- 
pared to the younger. There is also a decline 
in the speed of psychomotor reaction to such 
stimuli. There is a definite lengthening in the 
latency period between the stimulus and the 
beginning of the psychomotor response. The 
lengthening of the timing of this time interval 
is apparently due to alterations within the 
central nervous system and appears to be in- 
dependent of motivation and other personal- 
ity factors. Finally, there is the decline in the 
ability to learn and to retain. The loss of 
memory ability is often consciously recognized 
by elderly patients and makes them very con- 
cerned about their psychic functioning. Al- 
though the other losses may not be conscious- 
ly recognized, they cannot help but interfere 
with the flexibility of a person’s ability io ad- 
just since adaptation is more difficuit and 
anxiety is inevitable. 


The Common Syndrome—Hypochondriasis 


Hypochondriasis is not a disease entity. 
Consequently, it is not listed as a diagnostic 
category in the Diagnostic and _ Statistical 
Manual. Hypochondriasis is a syndrome con- 
sisting of an anxious preoccupation with the 
body or a portion of the body which the pa- 
tient believes is either diseased or functioning 
improperly. Hypochondriasis may be associ- 
ated with a variety of medical conditions and 
may be a manifestation of a neurosis, a psy- 
chosis, a psychophysiologic reaction, or a per- 
sonality disturbance. Hypochondriasis is found 
to be more prevalent among elderly patients 
as shown by our study of an adult population 
in a university clinic. This same conclusion 
has been expressed by other investigators who 
find a high incidence of hypochondriasis in 
psychiatric patients during the declining years 
of life. For well over ten years, my colleagues 
and I have devoted considerable effort to 
studying and treating patients with hypochon- 
driasis. Much of our early work was conducted 
in a special clinic where hypochondriacal pa- 
tients had been gathered together. A survey 
of the patients in attendance in this special 
clinic revealed that better than half were over 
the age of 60 and that the majority were 
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women. Our efforts in this clinic were devoted 
to the development of a therapeutic approach, 
After considerable experimentation, certain 
therapeutic technics were found to be quite 
effective and these will be discussed later jn 
this paper. 

If we are to understand this time-consuming 
and frustrating problem, we must take into 
consideration the social and cultural setting 
in which the chronic complainer develops. In 
most western cultures, great emphasis is placed 
upon the maintenance of personal independ. 
ence and the ability to obtain financial suc. 
cess and to achieve social prestige. Our society 
shows little acceptance for the nonachiever or 
the person who is a financial failure. On the 
other side, our Christian beliefs and demo- 
cratic ideals insist that we provide proper 
medical care for the person who is physically 
ill and, if necessary, financial assistance. Such 
help may come through the church, welfare, 
or governmental agencies, fraternal organiza. 
tions, labor unions, or the places of employ: 
ment. Consequently, when a person is failing 
to maintain his place in society, he must seek 
a reasonable way of excusing this to himself 
and to others. One method for a person to 
maintain his self-respect is to become sick and 
then he can say with conviction and a mini- 
mum of guilt, “It is not my fault I am nota 
success. I am sick and therefore my failures 
are justifiably excused.” Illness as an explana- 
tion for failure to achieve can be successful 
for a varying period of time. But if no true 
organic illness exists, eventually his family 
and business associates recognize or become 
suspicious of this fact and their attitude to- 
wards such a person will begin to change. 
Recognition that the excuse of illness is phys- 
ically unjustified makes people feel that they 
are being exploited. Society’s indignation 1s 
added to by unconscious resentment which 
stems from the fact that most people at times 
during their lives “play sick to avoid trouble.” 
But their conscience will not permit them to 
employ this defense to the same degree that it 
is used by the chronic complainer. Since they 
must hold this defense in check, they resent 
the chronic complainer who does not exert 
the same effort. Consequently, the hypochon- 
driac’s adjustment problem becomes greater 
when friends and relatives become suspicious 
of the justification for his complaints. Under 
any circumstances, the hypochondriac is diffi 
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cult to live with, but it seems even harder 
when the chronic complainer is an older per- 
son. This is because the younger people who 
feel some affection and responsibility for the 
elderly person are caught with feelings of 
annoyance and rejection which turn into feel- 
ings of guilt when they realize that they are 
possibly neglecting the older person. 

An understanding of the psychologic mech- 
anisms which underlie the appearance of 
hypochondriasis is most helpful in the ap- 
proach to this problem. There are three major 
components in the psychodynamics of hypo- 
chondriasis: (1) there may be a shift away or 
a withdrawal of the patient’s interests from 
other persons or objects around him and a 
centering of his psychic interests upon him- 
self, his body and its functioning; (2) the re- 
strictions and discomfort produced by this ill- 
ness may be utilized by the patient as punish- 
ment and partial atonement for guilt result- 
ing from hostile, vengeful feelings against the 
people who are quite close to him; (3) the 
syndrome can be caused by a shift of anxiety 
from some specific psychic area to a less 
threatening concern with bodily disease and 
functioning. If we keep in mind these psycho- 
dynamics and apply them to elderly people in 
their particular socio-economic situation, the 
disease is understandable and a treatment pro- 
gram can be meaningfully and rewardingly 
applied. Certainly, the retired older worker 
who has had no other interest except his work 
is a likely subject for the development of 
hypochondriasis utilizing the first mechanism. 
Suddenly deprived of an outlet for his energy 
and interest, he is apt to focus his attention 
upon himself. He becomes aware of bodily 
functions which he ignored in the past and 
may give them just as much attention as he 
gave to his work before retirement. The sec- 
ond mechanism, the use of the symptom as a 
means of self-punishment to dispel guilt feel- 
ings, is not as frequent in the elderly as it is in 
younger people. This may be related to my 
belief that elderly people, in contrast to 
younger people, are much more likely to turn 
their hostile feelings outward rather than in- 
ward. The rarity of this particular mechanism 
in the older age group was shown clearly in 
the special clinic designed to deal with hypo- 
chondriacs. The last mechanism, the shift of 
anxiety from some specific area of psychic 
conflict to bodily functioning, is certainly en- 


countered in elderly people and is related to 
their anxiety over loss of social prestige or 
financial security. This type of chronic com- 
plainer refuses to admit that club members 
have relegated him to an unimportant posi- 
tion. He denies that he is concerned about 
this loss of prestige but insists that he is more 
worried about some illness or weakness of his 
body. 

Over the years we have continued to feel 
dissatisfied regarding our knowledge of the 
etiology and dynamics of hypochondriasis. 
Pursuit of this interest has forced us to the 
recognition that the term, hypochondriac, is a 
label attached to those individuals who ver- 
bally or behaviorally express over-concern 
with their health in an attempt to defend 
against anxiety, and solicit the sympathy, for- 
giveness, and help of others. In addition, they 
will not appear in a medical statistic unless 
they have repeatedly sought medical help. 
With this in mind, in our study of community 
volunteers, we shifted our research approach 
and developed the concept of “high bodily 
concern.” The concept of “high bodily con- 
cern” does not imply any implication regard- 
ing the etiology of the concern. The concern 
may be reality determined; that is, consistent 
with the presence of organic disease, or it may 
be attributable to a neurotic origin. This per- 
mitted us to study a series of subjects with 
“high bodily concern” and compare them to a 
control group matched for age, sex, and race 
as well as socio-economic status. From this 
study we concluded that in a sample of so- 
called normal community subjects over the 
age of 60, approximately 30% had “high bod- 
ily concern;” one-half of this group were pri- 
marily of psychologic origin and at least an- 
other one-fourth of these subjects had a 
neurotic overlay. In addition, 74% of the 
hypochondriacs show other neurotic symptoms 
but have no higher incidence of psychophysio- 
logic reaction than the controlled group. This 
study indicated that there was a fundamental 
difference between the majority of hypochon- 
driacs in the community group and the hypo- 
chondriac that is encountered in the clinic. 
This difference is that those in our commun- 
ity group utilized this syndrome as a social 
crutch but generally avoided seeking medical 
help. 

Additional information regarding the pos- 
sible factors in hypochondriasis has been 


contributed in the study, Five Hundred Over 
Sixty. 

Kutner reports that social isolation is asso- 
ciated with relatively poor health. In pursuing 
the older person’s concern about his health, 
Kutner points out that it might be assumed 
that a person who leads a busy social life see- 
ing family and friends frequently would tend 
to be less preoccupied with his health. Isola- 
tion would give him the time and energy to 
devote to self-observation and therefore to de- 
velop a high bodily concern. In pursuing this, 
these investigators pose the question, “What 
influence does social isolation play in concern 
with health among those good and poor in 
health?” Paradoxically, it was found that 
among those in good health based upon self- 
ratings there are significantly fewer worriers 
in the relatively social isolated group than in 
the nonisolated group. In the isolated-good 
health group, 18% worry about their health 
as opposed to 30% in the nonisolated good 
health group. It, therefore, seems that having 
friends and relatives in close contact with 
elderly individuals tends to raise their level of 
concern about health. Whether this is a virtue 
or a vice is difficult to determine as a certain 
amount of health awareness is essential to 
maintain good health, and it is doubtful if 
one can consider Kutner’s subjects hypochon- 
driacal in the accepted understanding of the 
designation by the medical profession. This 
question is really not settled by the fact that 
Kutner found that those who have concern 
about the status of their health, whether they 
are in good or poor health, tend to become 
more active in their efforts to check the status 
of their health through the use of health facil- 
ities. Recognizing this problem, the same in- 
vestigators attempted to solve this by develop- 
ing a neurotic symptoms index and correlat- 
ing the index with the actual health status 
and the use of medical facilities. Unfortu- 
nately, the neurotic symptoms index is limited 
to three symptoms: nervousness, headaches, 
and insomnia. The limitations imposed by 
this index are recognized by these investiga- 
tors, but there is another deficiency which de- 
serves attention inasmuch as the health status 
apparently was determined by each subject by 
supplying a medical history and self-evalua- 
tion. This possible defect in the study may 
play a role in the fact that the symptoms in- 
cluded in the neurotic index are “heavily dis- 
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played among those in poor health and much 
less so among those in good health.” However, 
of considerable importance is their finding 
that when health is good and as neurotic 
symptoms increase, use of medical resources 
decreases significantly. It, therefore, would 
appear that these investigators encountered 
considerable difficulty in clearly separating 
out a group which could be looked upon as 
hypochondriacs. 


Treatment of Hypochondriasis 


The therapeutic technics which will be pre- 
sented in summary form are applicable to 
other patients on occasion, but they should be 
brought into use by the physician as soon as 
he suspects that he is dealing with a hypo- 
chondriac. In the event that this clinical 
hunch is not substantiated on completion of 
the medical history and careful examination, 
he would not have lost anything but perhaps 
a small amount of time. As soon as the diag- 
nosis of a chronic complainer is a certainty, 
the physician can move forward in the thera- 
peutic plan with confidence. 

1. Technics of Doubtful Value. 


The physician utilizes certain technics 
which can be of considerable benefit to the 
majority of the patients whom he will see in 
his practice. Unfortunately, such technics may 
increase the difficulties of the hypochondriac. 

a. Explanation. The psychologically well- 
integrated person often benefits by a careful 
explanation by the physician of the disease 
which is affecting him. Unfortunately, this 
does not apply in the case of the hypochon- 
driac. To carefully explain to such a patient 
that he has no organic illness, that they are 
due to worrying about himself, and that he 
actually is capable of returning to work and 
to other activities fails because in one quick 
stroke the physician has stripped the patient 
otf his psychologic defense and has left him 
literally no means to maintain his self-esteem. 
!he reaction to such information is usually 
an increase in the patient’s complaints. For at 
all costs he must maintain his defenses, and he 
now must convince the physician that he is 
mistaken in his diagnosis. In rare instances a 
patient has sufficient insight to reluctantly 
agree to the possibility that his symptoms are 
of emotional origin, but even this acceptance 
is usually transient. Shortly thereafter, the pa 
tient will develop many rationalizations, and 
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he becomes a very hostile and difficult patient 
to handle. Some physicians have tried to ap- 
proach this problem by utilizing knowledge 
which is available to the lay public. The pa- 
tient may agree that he knows from reading 
Life or the Reader’s Digest that the mind can 
affect the body, but he will protest that he is 
sure that this doesn’t apply to him because he 
has carefully searched his mind for any trou- 
ble that could result in his illness, and he has 
convinced himself that his illness is real and 
not imaginary. 

b. Giving the patient a specific diagnosis. 
Some physicians in desperation actually try to 
maneuver the patient into getting well. The 
physician may tell the patient that he has a 
specific difficulty and tell him an organic 
diagnosis and prescribe a medicine. When the 
patient is given such a diagnosis and medi- 
cine, this amount of suggestion may result in 
some improvement. This improvement con- 
tinues for a varying period of time, but in- 
evitably the reaction will appear for eventu- 
ally the patient again requires his illness for 
defense. New complaints develop and the old 
ones return often in an exaggerated form. If 
the patient at this time returns to the same 
physician, it is often with a condescending 
attitude; and he gives the impression that since 
you have helped him a little on one occasion, 
he is willing to give you another chance. This 
method of treating the hypochondriac is 
fraught with danger because now the physi- 
cian has given him a positive diagnosis which 
substantiates his claims that he has an organic 
illness, but his illness just happens to be re- 
sistant to treatment. 


c. Surgical procedures. If the physician has 
any suspicion that he is dealing with a hypo- 
chondriac, he should be doubly careful about 
recommending or carrying out a surgical pro- 
cedure. Often the physician will rationalize 
his recommendation by saying that the pro- 
cedure is minor and that there is little risk. If 
it will help the patient, so much the better. 
Unfortunately, it never helps the patient as 
he now has a scar which testifies to the fact 
that a competent physician believed that he 
had something wrong inside his body. In addi- 
tion to that, he now has the opportunity to 
develop all kinds of symptoms which are 
“complications” of the surgical procedure. 

2. Technics of Positive Value. 
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a. Maintenance of adequate psychic de- 
fenses. To begin with, the hypochondriacal 
person must continue to live with his family 
and society. Therefore, he has a tremendous 
need to maintain his psychologic disease and 
this means that he must be accepted by the 
physician. If the physician can listen atten- 
tively to his organ recital and not challenge 
any facts which obviously do not make good 
sense, the patient will gradually develop a 
feeling of security with the physician as he 
feels that he can talk and express himself 
without being challenged. This is the attitude 
which is substituted for the explanation tech- 
nic. After an adequate history has been ob- 
tained, and particularly during the return 
interviews, the physician makes no attempt to 
overtly select the subject matter to be dis- 
cussed by the patient. With experience, the 
physician can gently guide the patient into 
areas of emotional conflict. 

b. Medication as support. The physician 
must do something for the patient so he can 
return to his family and to his friends with 
tangible evidence that the physician is taking 
care of him because he is sick. To do this, 
medicine or a placebo is prescribed. The 
physician should be careful to avoid utilizing 
any medication which will add to the already 
confused clinical picture. Particular attention 
must be given to avoidance of drugs which 
have been used before by the patient without 
success. The drug must be given with an as- 
sured manner as these patients are very alert 
to recognizing any expression of doubt by the 
physician. Critics of this technic point out 
that this method of management does imply 
to the hypochondriacal patient to a certain 
degree that he has an organic illness. This 
criticism must be accepted, but in return I 
believe one can point out that many hypo- 
chondriacs actually do have changes in their 
physiologic functioning which can respond to 
medication. This technic is extremely worth- 
while in establishing a good doctor-patient 
relationship. This answer in part also applies 
to the physician who objects to using placebos 
in modern medicine. The term, placebo, is 
derived from the Latin meaning, “I will 
please.” This is in effect what the physician is 
doing when he utilizes a placebo. But more 
important than that is that the patient takes 
his prescription with a feeling that “the doc- 
tor is taking care of me.” Thus, the prescrip- 
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tion can symbolically represent to the patient 
security and satisfaction. Another reasonable 
question involves the difference between the 
use of medication and a surgical procedure. 
The basic difference is in that the surgical 
procedure is an actual change in the body 
with a permanent scar and a possibility of 
utilizing the procedure to develop new symp- 
toms of “postoperative complications.” This 
was referred to before. Medications have the 
advantage of being relatively short term in 
that they can be replaced or eliminated, and 
that they can be easily demonstrated by the 
patient by placing his medication in an ob- 
servable place at home and taking the medi- 
cation when he can be seen by other people. 
c. Handling of relatives. Relatives, particu- 
larly those who suspect that the patient’s 
symptoms are emotional in origin and are 
annoyed with the patient, request an inter- 
view with the doctor so they can confirm their 
suspicion. A patient will often say, “My wife 
is with me today and she would like to talk 
with you alone.” If seen alone or with the pa- 
tient the wife will often ask, “Doctor, don’t 
you think his symptoms are really imaginary?” 
The principle to be followed under these cir- 
cumstances is to avoid telling the relative or 
friend that you believe that the patient’s 
symptoms are of psychogenic origin. In accord 
with this principle, a possible reply would be, 
“I am not certain as to the exact causes of his 
difficulties, but he is sick, he is worried, and 
he needs help. I will do what I can for him.” 
The relative is apt to push on by saying, “But 
don’t you think that it would help him a lot 
if he would stop worrying about his health?” 
In reply, the doctor should say, “To just stop 
worrying is hard for anyone. Perhaps you 
could help by being sympathetic. Perhaps 
later on, I will need your help, and if I do, I 
will ask you.” This technic has two purposes. 
One, if you imply or tell a relative that you 
believe the complaining is of psychogenic 
origin and pledge him to secrecy, eventually 
the relative will become angry with the pa- 
tient and confront the patient with this par- 
ticular knowledge. When this happens, the 
patient feels that he cannot trust anyone, cer- 
tainly not the physician. The second purpose 
is that it gives the physician an opportunity 
to elicit the support of the relative. The doc- 
tor asks the relative to help in the therapeutic 
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process. This often gives the relative a better 
attitude towards the patient. 

8. Avoiding Arguments with the Patient. 

As indicated in the introductory remarks, 
hypochondriacal patients are basically hostile 
toward physicians. For this reason, the physi- 
cian must be particularly careful to avoid any 
kind of argument with the chronic com. 
plainer. A characteristic remark of such a pa- 
tient is, “I have seen lots of doctors, including 
your good friend, Dr. Jones, and I haven't 
got a bit better. I often have a lot of doubt 
about this talk of medicine being a science.” 
The physician may be very well aware of the 
fact that Dr. Jones made the supreme effort 
to help the patient and therefore has attempt- 
ed to come to his defense. However, it would 
be better if the physician would pick up the 
feeling which lies behind this hostile remark 
and respond, “It is hard for anyone to have 
confidence when there has been little relief 
for you in this difficult situation.” 

4. The Follow-up Interview. 

a. Frequency of appointments. Generally 
speaking, it is wise to see a hypochondriacal 
patient for the first few times at least once a 
week. When an appointment time is given a 
hypochondriacal patient, it is interesting how 
many will respond that the time is incon- 
venient for him to come and could another 
time be arranged. The physician must be alert 
to this apparently reasonable reply, as the pa- 
tient is often actually testing the physician to 
determine the extent of his interest in the pa- 
tient. Generally speaking, the physician should 
insist that the patient adhere to the selected 
time for his appointment and also adhere to 
the therapeutic regimen. Such insistence con- 
veys to the patient the interest of the physi- 
cian and he will depart with new confidence 
as he has both medicine and another appoint- 
ment. The patient’s anxiety concerning the 
possibility that his illness will be challenged 
has been reduced. 

b. Length of interview. The length of the 
interview is of necessity limited, and although 
the first contact may require considerably 
more time, return visits can be reduced to fif 
teen or twenty minutes. At the time the pa 
tient is given his return appointment, he 
should be told how long his next appointment 
will last. For instance, he can be told, “I will 
see you next Tuesday at three o'clock, and ! 
will reserve twenty minutes for you.” This is 
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necessary because hypochondriacal patients 
frequently make bids for additional time. 
When a physician tries to terminate an inter- 
view which has no time limitation, the patient 
may “suddenly remember” something very im- 
ortant since he has discovered that if he 
talks about certain things, he will be given 
additional time by the physician who is hop- 
ing that the patient is making progress. The 
physician should do everything possible to ad- 
here to a definite period of time. 


c. Insistence upon maintaining medical 
authority. Some patients disrupt therapy by 
usurping the medical authority of the physi- 
cian. These patients outline their own treat- 
ment plan and ask for specific diagnostic 
technics. For instance, some patients will say, 
“Doctor, I believe I should have a GI series.” 
If the physician feels that there is no indica- 
tion for this procedure, he should respond in 
this manner, “I know you are very concerned 
and I want to do something about your 
troubles. However, I have a definite plan in 
mind, and I believe it would be best to follow 
this carefully.” 


d. Answering questions regarding diagnosis 
and prognosis. The physician should be care- 
ful to avoid the trap set by a hypochon- 
driacal patient who, as he departs from the 
physician’s office, suddenly turns and says, 
“How long do you think it will be before I 
get well?” If the physician gives an optimistic 
prognosis, the entire plan of treatment is dis- 
rupted, as the patient either consciously or 
unconsciously is well aware of the fact that he 
has no intentions of improving that rapidly 
and that the physician is wrong. The physi- 
cian should reply, “I know you would like it 
if I could tell you, but I am sorry that I can- 
not.” At other times, the patient will press a 
physician for a diagnosis; but if the patient is 
to be handled successfully, the physician will 
answer by saying, “It is obvious that you do 
have trouble somewhere, but I am not certain 
as to the true cause of it all. However, I will 
be glad to do whatever I can to help you.” 
This accepting but noncommittal attitude is 
gratefully received by the often rejected hypo- 
chondriacal person. 


€. Structuring the follow-up interview. 
When the patient returns for his follow-up 
appointment, the physician should review the 
status of the patient during the interval be- 
tween appointments. He will have to listen 
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carefully to the complaints, and he will have 
to tolerate the not unusual remark that 
“medicines didn’t help me a bit.” Following 
this, the patient returns for future appoint- 
ments, the physician will become quickly 
aware of a shift away from the patient’s com- 
plaints and more emphasis on his psychic con- 
flicts; that is, his problems which are related 
to his family, his work, and his friends. When 
this change first becomes apparent, the physi- 
cian can be encouraged but cannot afford to 
stop. The physician should recognize that 
henceforth treatment can follow two paths. 
The first and less successful pathway is one by 
which the patient gradually loses the intensity 
of his preoccupation with his imaginary ills. 
He may have an exacerbation of his symptoms 
when his problems increase, but at least he is 
able to return to a reasonable amount of effi- 
ciency in his living habits. Why this change 
occurs is of course of definite interest and 
works for several reasons. First, the patient 
has had an opportunity to establish a secure 
relationship with his physician. He knows 
that he will not be openly attacked, and his 
energy which he has been using to ward off 
such attacks can be directed toward a more 
useful endeavor. Second, the patient has 
now had the opportunity to discuss some of 
his problems and by this technic, which is 
sometimes referred to as ventilation, has had 
an opportunity to view himself in his life situ- 
ation and the conflicts that he is facing. 
Last, the patient has gained some confidence 
because if he falters in his competition in the 
world, he can always return to his physician 
who will not accuse him of performing poorly 
but will accept him and his illness as a legiti- 
mate excuse. 

By far the brighter pathway is the one we 
hope will be selected by many patients, and a 
physician should be alerted to the possibility 
of giving the patient a gentle push along this 
pathway. The initial steps in the technic are 
essentially the same. The physician should be 
alert to any possibility that the patient is de- 
veloping insight into the cause of his prob- 
lems. For instance, the patient may remark 
that he has noticed that his complaints be- 
came worse after he has had an argument with 
someone. Here is an opportunity for the physi- 
cian to test the progress of the patient and he 
may remark, “Yes, I have noticed that, too. I 
can’t help but wonder if your symptoms and 
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your emotional reactions are definitely re- 
lated.” Now, the patient may or may not ac- 
cept this superficial interpretation. If he 
agrees and says, “You know I have been think- 
ing about it for sometime, and I am almost 
sure of it,” this is like saying, “Now I am 
ready to face my problems and let’s really try 
to find out what is wrong with me.” Of 
course, he may say nothing or he may deny it 
by remarking, ‘““Maybe that’s true, but after 
all, I do get my troubles at any time.” If the 
rejection is quick and definite, the matter 
must be dropped until another opportunity 


presents itself, and then the entire process is 
repeated. 


Conclusion 


This plan of treatment as I have outlined 
is clearly a summary, but it does provide the 
basic technics which the physician, in my 
opinion, should employ. It is therapeutically 
sound, and it is economical since in the long 
run it saves the physician’s time, and it elimi. 
nates disgruntled, hostile patients. Above all, 
it gives much aid to the hypochondriacal 
patient. 
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You’re an Old Timer. So What?" 


EDWARD HENDERSON, M.D., Montclair, N. J. 


In His BOOK “Age and Achievement,” Lehman 
concludes that the most notable works of man 
are achieved by young people. He states that 
the maximum average rate of highly superior 
contributions for the chemist was found to 
be not later than age 30; for the surgeon, age 
39; the pathologist, age 39, and medical dis- 
coveries, age 39. It is well-known that a statis- 
tician can prove anything he sets out to prove. 

The great achievements of older people are 
so numerous and so well-known it would re- 
quire thousands of words merely to list them. 
It would be a sad world indeed if we were 
to agree with Lehman that after age 40 man’s 
usefulness to the world is at a lower plane. 

A professor at Iowa State recently uncovered 
a set of I.Q. scores for the freshman class of 
40 years ago. He was able to track down 127 
of the ex-students, all of whom are now well 
in their late 50’s. He gave them the identical 
test and was astonished by the results. No- 
where was there any sign that brains had 
grown rusty; quite the contrary, he found that 
the increase in mental capacities was tremen- 
dous. While it was to be expected that verbal 
skills would have improved during the inter- 
vening 40 years, the professor was surprised 
to learn that these skills had improved beyond 
all expectation. He goes on to say that prob- 
ably the most impressive and significant im- 
provement was in the category of questions 
where logic and clear thinking are required. 
The inescapable conclusion is that most peo- 
ple in their 50’s are smarter than at the time 
of early adulthood. 

There is ample evidence to show that men- 
tal functions can be maintained at maximum 
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performance, or even increased, in the years 
past the half century mark. Dr. Lorge of 
Columbia stated that students up to 70 years 
of age could learn Russian and shorthand as 
easily as students in their teens. 

There are 14 million people past the age 
of 65 in our country today and this number 
is being increased by 400,000 each year. Hav- 
ing established the fact that the mental ca- 
pacities of these people have not deteriorated, 
what are we going to do with this enormous 
reservoir of brain power? Almost all of these 
oldsters have been retired from industry, uni- 
versities, and the Armed Services, and most 
of them are at loose ends. While it is the 
function of the physician to keep them in 
good health, our duty, it seems to me, goes 
beyond that. Good health itself, while tre- 
mendously important, is not enough. These 
people must be shown how to live happy 
and useful lives. This means that teamwork 
among physicians, psychologists, and the 
social workers must produce the answer to 
this tremendous problem. Some definite ac- 
tion needs to be taken since the problem will 
definitely not solve itself. 


We need more basic research directed to- 
ward an understanding of the physiology of 
the aging process. We need also to establish 
Geriatric Evaluation Clinics in every general 
hospital supported by state, county, or munici- 
pal funds to take care of the immediate medi- 
cal and psychologic needs of the oldsters. 
These clinics should be staffed by physicians, 
psychologists, and social workers. Through 
proper publicity and public relations, the old 
people in any given area served by a general 
hospital should be made aware of the service 
and facilities and they should be urged to 
take advantage of the clinic. 
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Geriatric Surgery” 


ALTON OCHSNER, M.D.,t New Orleans, La. 


WITH THE EXCEPTION of congenital anomalies, 
surgery in an elderly patient is not different 
from that in persons of other ages. An elderly 
patient is susceptible to all the illnesses which 
affect persons of all other ages and, in addi- 
tion, has some that are peculiar to the aged 
themselves. At the outset, it might be stated 
categorically that age is in no way a contra- 
indication to the performance of a surgical 
operation. The principal difference between 
surgical treatment of an elderly person and 
that of persons of other ages is that an elderly 
individual is more likely to develop complica- 
tions and can tolerate these complications 
much less readily than other individuals. The 
margin of safety in an elderly individual is 
a good deal less than it is in younger indi- 
viduals and, for this reason, an elderly pa- 
tient usually does not tolerate emergency op- 
erations so well, because emergency operative 
procedures do not permit prolonged preopera- 
tive preparation which is of utmost impor- 
tance in an elderly individual. Elderly persons 
frequently have deficiencies in blood volume 
which must be detected and corrected.1? 

Roberts and his associates? have warned 
about the possibility of hyperemic acidosis 
and potassium imbalance following preopera- 
tive purgation in preparation for intestinal 
surgery and the frequency of respiratory acido- 
sis and anoxia postoperatively. 

Degenerative processes, particularly in the 
cardiovascular, renal, and pulmonary systems, 
occur in the aged. Also, older persons are 
likely to be obese, and obesity certainly does 
increase the risk of any illness, particularly 
one that requires a surgical procedure. The 
natural wear and tear associated with the 
aging process is an additional liability for 
the elderly as is also the self-imposed li- 
ability, smoking, which causes or aggravates 
cardiorespiratory damage. A heavy smoker 
usually has a chronic bronchitis and bronchor- 
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rhea, necessitating frequent coughing. Unless 
bronchial secretion is eliminated, there is the 
likelihood of atelectasis and pneumonitis. The 
heavy smoker also usually has varying degrees 
of emphysema which greatly increases the risk 
of any operative procedure. We are so con- 
vinced of the danger of respiratory lesions 
that it is our conviction that every smoker 
who is to undergo an operation, particularly 
in the elderly age group, must refrain from 
smoking for at least a week or ten days before 
operation in order to decrease the irritation 
of the respiratory tract and to diminish 
bronchorrhea in order to facilitate postopera- 
tive convalescence. Following almost every 
surgical procedure, coughing is painful, and 
is frequently avoided. If the patient has con- 
siderable bronchial secretion which is not 
evacuated regularly by coughing, atelectasis 
and pneumonitis usually result. Therefore, if 
bronchial secretions can be decreased pre- 
operatively, much will be accomplished as 
regards satisfactory postoperative care. 

Before every elective operative procedure in 
obese individuals of all ages, but particularly 
in the aged, weight reduction is extremely 
important because not only is the immediate 
risk of the operation less, but also the post- 
operative complications are minimized, and 
prognosis will be greatly improved. The inci- 
dences of postoperative infection, atelectasis, 
and cardiovascular disturbances are definitely 
less in individuals who have lost weight. It 
is imperative, however, not to resort to a 
strenuous reducing diet and the diet should 
consist of ample supplementary additions of 
vitamins and protein. 


As mentioned previously, elderly patients 
withstand surgical complications less readily 
than younger patients, which is well illus- 
trated by our study of cases of acute cholecys- 
titis observed at the Charity Hospital. In 34 
patients less than 40 years of age, there were 
no deaths. In 201 patients between 40 and 
59 years of age, the case fatality rate when 
adjusted for severity of disease was 17.7 pet 
cent. Acute cholecystitis is a disease of com- 
plications and, in fact, is preventable because 
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it occurs almost without exception only when 
there is an obstruction of the cystic duct, 
caused almost invariably by stones. Because 
of this, it is our conviction that gallstones are 
an indication for surgical extirpation of the 
gallbladder regardless of the age of the pa- 
tient unless there is a definite contraindica- 
tion to any operative procedure, even though 
it is a well-known fact that many individuals 
with gallstones live their entire lives without 
any evidence of the stones. It is frequently 
contended that an individual past 60 who has 
gallstones should not be operated upon be- 
cause of his age. An individual 30 years of 
age with gallstones should certainly be oper- 
ated upon because of the likelihood of the 
development of complications. However, the 
urgency for operation is definitely greater in 
an individual past 60, principally because the 
risk would be very much greater than in the 
younger individual if a stone should become 
impacted in the ampulla or cystic duct 
and produce acute cholecystitis. The risk of 
cholecystectomy in an elderly individual with- 
out acute cholecystitis or common duct ob- 
struction is minimal, probably not more than 
0.5 to 1% as contrasted with our experience 
of almost 18% in such individuals with 
acute cholecystitis. Many of the dangerous 
complications that occur in elderly individuals 
can be prevented by prompt and adequate 
therapy of lesions that produce the compli- 
cation. 

Massive hemorrhage from peptic ulcer is 
also poorly tolerated in elderly individuals 
and fatal hemorrhage can occur. On the other 
hand, a fatal hemorrhage from peptic ulcer 
is almost unknown in young individuals, the 
difference in the two being that in younger 
individuals the vessels are pliable and can 
contract and hold the thrombus that forms 
when the blood pressure drops, whereas in 
older individuals whose vessels are relatively 
rigid, the thrombus is blown out when the 
blood pressure returns after the initial attack 
of shock. It is recognized that surgical treat- 
ment of massive hemorrhage during the at- 
tack of bleeding is dangerous, but it may be 
necessary in an elderly individual to save 
his life. It is for this reason we believe that 
an individual with a penetrating ulcer of the 
duodenum or stomach in whom there has 
been a massive hemorrhage, if he survives that 
hemorrhage, should have resection of the 
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stomach to prevent a recurrence of the hemor- 
rhage which may end fatally. In this way, an 
operation can be considered a conservative 
procedure in that it will prevent the develop- 
ment of complications that carry a consider- 
able risk and may end in a fatality. 

An elderly individual, in addition to being 
susceptible to all lesions that require surgical 
intervention, is particularly susceptible to 
two large groups of lesions, vascular and neo- 
plastic. Lesions of the cardiovascular system 
do increase the risk and for this reason an 
elderly patient who is to be subjected to a 
surgical procedure must have a careful evalua- 
tion of his cardiovascular system and suffi- 
cient time must be taken, if at all possible, to 
restore it to its optimum function preopera- 
tively. The period of preoperative prepara- 
tion is particularly important in elderly in- 
dividuals. 

There are certain lesions of the vascular 
system amenable to surgical treatment. Athero- 
sclerosis involving the major blood vessels, 
such as the aorta, with obliteration or aneu- 
rysmal dilatation can be corrected in many 
instances either by replacement, by-pass or 
endarterectomy. Although the mortality rate 
in arteriosclerotic aneurysm of the abdominal 
aorta was extremely high in the past, these 
cases now can be satisfactorily treated by 
excision of the aneurysm and replacement 
with arterial graft. Certain cases of renal hy- 
pertension, due to renal ischemia caused by 
partial blockage of the renal artery, can be 
corrected by endarterectomy or grafting. Sim- 
ilarly, many cerebral vascular accidents can 
be benefited by endarterectomy of the bifur- 
cation of the carotid artery. Surgical proce- 
dures, therefore, are of real value in the cor- 
rection of many degenerative arterial lesions. 

Of all the degenerative lesions, however, 
surgery is of greatest value in the treatment 
of neoplasia. The development of malignant 
tumors is primarily a disease of advancing 
age. As a matter of fact, the tendency to 
develop malignant tumors increases with ad- 
vancing age in that of all the persons 90 years 
of age, a greater percentage will develop can- 
cer than those 80, and of those 80 a greater 
percentage will develop cancer than those 70 
and so on. It is the price that we pay for 
longevity and because we are becoming a 
nation of older people, the incidence of cancer 
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is definitely increasing. Although all cancers 
have a tendency to develop with advancing 
age, there is one exception and this is cancer 
of the lung. Cancer of the lung does not 
follow the pattern of all other cancers but 
increases very sharply to reach a peak at the 
age of 55, following which, with advancing 
years, it decreases. Since cancer of the lung 
has become the most frequent cancer when 
all cancers are considered and now is more 
frequent than breast cancer, this has become 
an extremely important disease. In Massachu- 
setts, cancer of the lung increased from 3.08 
per 100,000 population in 1930 to 42.16 per 
100,000 population in 1955. During this same 
period of time, cancer of the breast increased 
from 29 to thirty-six. The reason cancer of 
the lung does not follow the same pattern 
as other cancers is that, although cancer of the 
lung is caused by cigarette smoking as also 
is disease of the heart and blood vessels, per- 
sons who have smoked heavily die of coronary 
thrombosis, thus not living long enough to 
develop cancer of the lung. 

Because of the increasing incidence of 
bronchogenic cancer, which is increasing more 
than any other cancer in the body, being now 
the most frequent cancer of the body and 
because of the causal relationship between 
cigarette smoking and cancer of the lung, it 
behooves all of us to be on the alert to detect 
lung cancer in all individuals who are heavy 
smokers. It is imperative that roentgenograms 
be taken at frequent intervals, probably every 
6 months, so a neoplasm can be detected at 
a time it is still limited to the lung and, 
therefore, amenable to surgical therapy. 

The treatment of malignant neoplasms con- 
sists either of surgical extirpation, which is 
of real value in the treatment of many visceral 
carcinomas, or irradiation. Since surgical re- 
moval of malignant neoplasia often requires 
extensive operative procedures and since these 
lesions occur, with few exceptions, in older 
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individuals, careful preoperative preparation 
and postoperative care are imperative. 

Wilkins and Knight* emphasized the pos. 
sible danger of operations in older indi. 
viduals. They reported 307 intra-abdominal 
operations on 274 patients 65 years of age and 
older with a 16.6% mortality rate. The prin. 
cipal causes of death in their series were co. 
existing diseases, such as arteriosclerosis, car. 
diovascular disease, hypertension, kidney dis. 
ease, diabetes, and chronic lung disease. They 
found that when uremia resulted from severe 
kidney disease, the prognosis was particularly 
bad. They also found that emergency proced- 
ures are not well tolerated by elderly individ- 
uals, a point that has already been empha. 
sized. 


Summary 


Older persons require surgical procedures 
and, although age is in no way a contraindica- 
tion to the performance of a surgical pro- 
cedure, associated degenerative lesions, such 
as cardiorespiratory disease, diabetes, and 
others, make the risk greater. It is extremely 
important and, at times, imperative to make 
careful preoperative evaluation and to correct 
associated disorders. It is equally important 
that lesions predisposing to development of 
surgical emergencies, such as gallstones caus- 
ing acute cholecystitis, common duct obstruc- 
tion, or acute pancreatitis, be corrected before 
an acute surgical lesion develops. It is impera- 
tive that weight reduction be insisted upon in 
all these patients preoperatively in order to 
decrease the incidence of postoperative com- 
plications. 
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USE OF D-XYLOSE IN THE 
DIAGNOSIS OF MALABSORPTION 


Numerous pentoses are found in fruits and 
grains, and the absorption of xylose was first 
studied many years ago. It was found to be 
poorly absorbed, but later studies showed 
that the I-xylose had been used in the inves- 
tigation and that the isomer d-xylose was ab- 
sorbed more rapidly. Then came a period 
during which this pentose was used to evalu- 
ate renal function, its urinary excretion being 
proportional to the plasma concentration and 
independent of the volume of urinary flow. 


Xylose was first used in 1937! to evaluate 
absorption from the intestine in the presence 
of pernicious anemia and sprue. Subsequently 
Gardner and Perez-Santiago” used «1-xylose in 
an extensive study of sprue in Puerto Rico. 
In the past several years this test has been used 
more and more in the study of malabsorption 
and thus deserves mention here to attract the 
reader to its place in the study of certain 
gastrointestinal diseases. Two papers on this 
subject have appeared within the past couple 
of months. 

A number of investigators have considered 
the effects of pH and motility on absorption, 
whether it is actively absorbed or whether 
phosphorylation enters into the process, and 
what role the liver plays in its metabolism, 
as well as other physiologic aspects of absorp- 
tion. Some of the questions have been an- 
swered, others have not, yet it appears that 
the absorption of d-xylose offers a simple and 
accurate estimation of disturbances of absorp- 
tion in the small bowel. 


Butterworth and associates,® in Puerto Rico, 
gave d-xylose intravenously to both normal 
persons and to patients having sprue with 
determination of urinary excretion of the 
pentose during the first 5 hours and during 
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24 hours. It was shown that though the sprue 
patient in relapse excreted somewhat less of 
the xylose during the 5 hour period, he did 
essentially as well as the normal person in the 
24 hour period. The authors explain the de- 
layed excretion in the presence of sprue on 
the basis of “a greater volume of distribution” 
because of subclinical edema, anemia, altered 
cell permeability and the like. They hasten 
to point out, however, that the 24 hour excre- 
tion, equal to that in the normal, provides 
proof that the oral test offers a measure of 
intestinal absorption. 

The oral test is extremely simple, involves 
no venipunctures, and permits widespread 
use. The authors of both the recent papers 
referred to, use the standard test of giving 
in the early morning (in the fasting state) 25 
Gm. of d-xylose dissolved in 250 cc. of tap 
water. An additional 250 cc. of water is given 
shortly, or at one and two hours to provide 
for adequate urinary flow. (The 25 Gm. dose 
may cause cramping and diarrhea. A smaller 
dose may be used when necessary.) All urine 
passed during the 5 hours of the test provides 
the specimen for the qualitative determina- 
tion of xylose excretion and must be exam- 
ined within 3 hours. If the determination is 
to be delayed beyond this the urine must be 
refrigerated. 

Butterworth and his collaborators* found 
in 114 normal subjects that the 5 hour urinary 
excretion of xylose after a 25 Gm. oral dose is 
5.7 Gm. (mean) + 1.4 Gm. (standard devia- 
tion). Less than 3 Gm. is considered presump- 
tive evidence of malabsorption. In 49 patients 
in a relapse of sprue, the mean excretion was 
1.4 Gm.; in treated patients the results varied 
from a low normal to normal, with a mean 
value of 3.5 Gm. These authors analyzed 34 
patients having diarrhea, glossitis and megalo- 
blastic anemia. The excretion of xylose was 
less than 3 Gm. in 29 patients. Of the 5 who 
excreted more than 3 Gm. in 5 hours, 2 did 
not have sprue and 3 had borderline or mild 
cases of the disease. Thus, the test had an 
accuracy of 91 per cent. Fat balance studies 
done on patients with a low excretion of 
xylose showed steatorrhea. 


Christiansen and associates* point out that 
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the d-xylose test is a better index of carbohy- 
drate absorption than the oral glucose toler- 
ance test. In their studies in Chicago, these 
authors found excretion values below 2.5 Gm. 
in “sprue syndromes,” the values remaining 
low despite treatment. They emphasize the 
importance of this test in the evaluation of 
the cause of steatorrhea. Poor absorption of 
fat due to pancreatic insufficiency is not ac- 
companied by an abnormal xylose test. In the 
steatorrhea of regional ileitis the xylose ab- 
sorption is lower than in pancreatic steator- 
rhea, but there may be an overlap in such 
cases without steatorrhea. Fat absorption, caro- 
tene and xylose tests correlate consistently in 
idiopathic malabsorption. 

Butterworth and associates believe that “the 
simplicity and accuracy of the xylose test com- 
mends it for more widespread use in the di- 
agnosis of malabsorption syndromes.” Chris- 
tiansen and collaborators say, “The d-xylose 
test appears to be the most useful screening 
procedure for identifying idiopathic and sec- 
ondary types of malabsorption or steatorrhea 
currently available.” 

The laboratories of some hospitals may be 
interested in making available this test for 
the study of certain instances of chronic diar- 
rhea. 


AN EDITOR’S COMMENTS 


In this issue appears a discussion on the 
writing of medical papers, the various types 
are considered and suggestions made upon 
their preparation. Your editor would hope 
that any reader who may anticipate writing 
a paper, unless he has had much experience 
in writing, will file this reference for future 
use or, if he discards his journals, tear out the 
sheets and ask his secretary to file them 
where they will readily be found. 


Any editor might speak at length upon 
other phases of the preparation of manu- 
scripts. Certain items have to do with details 
of publication. If an author plans to submit 
a paper to a certain journal he should read 
the “Instructions to Contributors” printed in 
that journal. 


If all journals emphasize original copy (not 
carbon copy), typewritten double-spaced with 
wide margins, the request must be more than 
a mere whimsy of the editor. Printing costs 
are high and these include the linotyper’s 
hourly wages for transcribing the papers. An 
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author need merely look at a carbon copy to 
appreciate that the smudgy background of the 
partially transparent paper slows the lino 
remarkably. So too, an author should imagine 
the time needed by the linotypist in decipher. 
ing the words written between the lines by the 
editor in single spaced typing. Without a wide 
margin where is the editorial staff to provide 
the instructions to the linotypist as to type. 
face, indentation, and the like? 


The author, if he reads the “Instructions” 
will usually learn something about illustra. 
tions. He should follow the instructions with 
regard to slick prints of a certain size which 
will assure the best half-tone cuts. (Incident. 
ally, if the home town photographer makes 
such enlargements from 35 mm. films he 
should be assured of prints which are not 
“grainy.”) Zinc etchings of graphs made from 
other than India ink may be irreproducible. 

“Instructions to the Contributor” usually 
specify the format of the bibliographic refer. 
ences used, and it is increasingly common for 
journals to limit their number. Reference lists 
are hand-set at an expensive hourly rate. A 
uniform style permits more rapid typesetting. 
Limited lists of references not only cut down 
on expense but also provide more pages of 
reading material per issue. Experience has 
shown that few readers use many of the refer- 
ences for further reading. Key references 
should be provided but of limited number. 
The reader who searches further will find 
additional references in every article he reads. 
The practice of supplying references not docu- 
mented in the text is often actually a matter 
of dishonesty. As Fishbein! says, “References 
should be given only to articles that have 
been directly utilized by the author present- 
ing them. To republish long bibliographies 
taken from other authors is a form of 
plagiarism. .. .” 

Winston Churchill said, “Broadly speaking, 
the short words are the best, and the old 
words when short are the best of all.” The 
stilted language of medical literature is often 
amusing, and one is reminded so often of 
Churchill’s words. One wonders how often a 
surgeon says to his colleague in the doctor’ 
lounge, “The patient experienced a pain in 
the belly and I thought this necessitated a 
laparotomy even though it was fraught with 


1. Fishbein, Morris: Medical Writing. The Technic and EA 
Art, New York, The Blakiston Division, McGraw- 
Book Company, Inc., 3rd Ed., 1957. 
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danger because of his congestive heart fail- 
ure.” Dozens of such words contribute to the 
stilted language of medical papers. Possibly 
an author should ask himself, as he rereads 
his paper, whether he uses the words and 
phrases in day to day speech. Would he have 
said had a pain in his belly and I thought a 
laparotomy was necessary even if it was dan- 
gerous because of his congestive heart failure?” 


Grammar and construction in manuscripts 
will vary from the poorest, suggestive of a 
fourth or fifth grade education, to the letter 
perfect article. But even in the better ones the 
editor may encounter nouns used as verbs, as 
“to cystoscope or bronchoscope.” The use of 
the transitive verb, as “to operate a patient” 
always is reminiscent of a monkey on a stick 
with a string which when pulled operates the 
arms and legs of the toy. If authors would 
but write out the definition of the terms 
pathology and surgery, as defined in Dor- 
land’s Dictionary, and keep these on the desk 
as papers are written, the misuse of these 
words might be minor rather than major. The 
use of a noun as an adjective, though un- 
grammatical, is acceptable in many instances 
and forms a composite which makes sense 
and can be translated into another language 
with sense, as blood pressure, for example. On 
the other hand “bile salt excretion” adds up 
to three nouns in sequence, and “admission 
physical examination” provides a noun, ad- 
jective and noun. 


Ambiguous pronouns are a constant source 


The Occurrence and Treatment of Neurologic 
Changes in Pernicious Anemia* 


“In recent years with the advent of a potent medi- 
cation for the treatment of the anemia of pernicious 
anemia, a great deal of consideration has been given 
to the effect of liver and desiccated stomach therapy 
on the associated lesions of the spinal cord and brain 
in this disease. . . . Our purpose in this paper is to 
present a study of a comparatively large group of pa- 
Hents, extending over a period of seven years, concern- 
ing the occurrence of neurologic and mental 
manifestations in pernicious anemia and to determine 


= effect of various types of antianemic therapy on 
em. 


*Goldhamer, S$. M., Bethell, F. H., Isaacs, R id Sturgi 
C. C.: The Occurrence and T: atmen jeurclogi anges 
in Pernicious Anemia, 108-1665" 
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of confusion. Many authors are still so old 
fashioned they blush to use the personal pro- 
noun I. Fishbein quotes the Lancet as saying: 
“The first person singular—the naked J—is 
no longer thought immodest. Elaborate gar- 
ments such as we and the author do not dis- 
guise a writer’s identity unless they also dis- 
guise his meaning, and medicine has no need 
of such aids to ambiguity.” 

Hewitt? in commenting on the indefinite 
we without an antecedent indicates that, “Au- 
thors may mean by it, at different places in 
their papers, and with no indication as to 
which they mean: we the authors, we inves- 
tigators of a certain group, we investigators 
of the world, we human beings. Worse yet is 
the single author, Jones say, who tosses we 
into his paper with no hint as to the identity 
of his associates, if any.” 

One might ramble on without end. Psy- 
chiatrists speak of the value of mental cathar- 
sis. Editors need this too on occasion. If sur- 
geons would only use the same meticulous 
care in preparing a paper as they do in an 
operation, and if the physician would only 
use the same degree of study in writing a 
paper as he does in the study of a patient, 
the life of the editor would be easier. And, 
oh! for the attainment of the ideal that every 
paper should be rewritten three times before 
it is called complete. 


2. Hewitt, Richard M.: The Physician-Writer’s Book. Tricks 
of the Trade of Medical Writing. Philadelphia, W. B. 
Saunders Company, 1957. 


“The group consisted of 461 patients with pernicious 
anemia observed at the Simpson Memorial Institute 
between the years 1927 and 1934. Comprising this 
group were 261 men (56.6 per cent) and 200 women 
(43.4 per cent), ranging in age from 20 to 80 years. Of 
this total, 408 (88.5 per cent) patients are still alive 
and fifty-three patients (11.5 per cent) are dead... . 

“Regardless of the age group, nervous system in- 
volvement has been noted in 364 of the 408 patients 
(89.2 per cent). Of this group 43.2 per cent had the 
symptoms of cord changes at the onset of the disease, 
and in the remainder (46 per cent) the changes de- 
veloped at some period during the course of the illness, 
but before the patient came under our observation. 
Posterior column manifestations, including numbness 
and tingling of the hands and feet, were present in 
89.2 per cent of the patients. Evidence of involvement 
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of the lateral column was noted in 41.6 per cent and 
combined degeneration in 40.7 per cent. In a series of 
fifty of these patients, especially studied by Dr. George 
Hammond of our clinic, cerebral symptoms occurred 
in 64 per cent.... 

“. .. Apparently the occurrence of cord manifesta- 
tions is independent of the state of the blood and may 
occur at any age. Furthermore, from table 3, it is ob- 
vious that the earliest evidence of the disease may be 
an alteration of the nervous system that precedes the 
development of the anemia. Also, it is apparent that a 
severe anemia may be present without evidence of 
spinal cord changes. . . . 

“A series of fifty cases was selected at random and 
studied intensively in order to determine the occur- 
rence of various individual neurologic symptoms and 
signs which might indicate involvement of the nervous 
system. . . . The importance of the frequency of such 
symptoms and signs as numbness, tingling, ataxia, im- 
paired vibratory sensation, hyperactive reflexes, irrita- 
bility and bladder disturbances is most evident. 

“A second series of fifty cases was selected by Dr. 
George Hammond with the specific idea of deter- 
mining the frequency of all the possible neurologic 
manifestations. . . . The striking features in this group 
are the wide variety of manifestations of disease of the 
spinal cord and the frequency of mental changes, 
which have not received as much emphasis in the lit- 
erature. Evidence of cerebral involvement was noted 
in 64 per cent of the cases. This varied from very mild 
irritability to severe mania. Cerebral manifestations 
may be present alone or in association with cord dis- 
turbances, they may be present with or without any 
evidence of anemia, and they may present themselves 
as the earliest and only manifestation of pernicious 
anemia. 

“To determine progression of cord changes with 
treatment in pernicious anemia, three factors may be 
considered. First, the majority of patients have at least 
slight evidence of cerebral involvement; therefore 
evaluation of subjective information is often difficult, 
and some doubt must be cast on a statistical study 
based solely on data of this character. Second, only 
exaggerated variations from the normal can be listed 
in an arbitrary manner, as there is no exact method 
by which subjective information may be recorded. 
. .. Lastly, it is well-known that the examiner may 
note positive evidence on one occasion and negative on 
another in spite of the fact that no treatment has been 
instituted. ... 

“For the purpose of classification, a level of 4 mil- 
lion red blood cells per cubic millimeter has been 
selected arbitrarily as the dividing line between those 
patients who had received a reasonable amount of 
treatment and those in whom treatment had been ob- 
viously inadequate. .. . 

“The average duration of the disease in the en- 
tire group of patients before admission was about 
two years. Although the general clinical impression 
has been that there is a definite correlation between 
the duration of illness before treatment and the 
prognosis, our observations do not support this view 
conclusively. . 
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Summary and Conclusions 


“I. A series of 461 cases of pernicious anemia has 
been studied to determine the occurrence of neurologic 
manifestations and to observe the effect of various 
types of antianemia therapy on them. 

“2. Clinical evidence of spinal cord changes has been 
noted in 89.2 per cent of the cases and cerebral symp- 
toms in 64 per cent. 

“3. Regardless of the type of adequate antianemic 
therapy, improvement in symptoms of the central 
nervous system was observed in less than 50 per cent 
of the cases, and improvement in signs in about 2 per 
cent of the cases. 

“4, Antianemic therapy, when given in sufficient 
amounts, does not have a specific curative effect on 
spinal cord degeneration but contributes only indi- 
rectly to the improvement of the manifestations of the 
central nervous system. 

“5. Whereas younger individuals appear to have a 
better prognosis, sex and duration of the disease do not 
appear to be significant factors. Great individual vari- 
ation is noted in the progress of the disease in different 
individuals, and clinically there are slow and rapid 
types. 

“6. Such complications as genitourinary infection, 
trophic ulcers and pneumonia, when present in asso- 
ciation with marked central nervous system degenera- 
tion, are usually indicative of a poor prognosis.” 
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be returned with the galley to the Editor. 


Book Reviews: Books and monographs submitted for review 
should be mailed to the Editor. Acknowledgment will ap- 
pear in the Journal. Selection rights reserved. 

Editorial Address: All manuscripts, corrected galley proof, 
reprint orders, books for review and related correspondence 
should be addressed to the Editor, R. H. Kampmeier, MD., 
Vanderbilt University School of Medicine, Nashville 5, 
Tennessee. 

Business Address: All correspondence related to member- 
ship, subscriptions, advertising, and other business s' 

be addressed to the Southern Medical Association, 260] 
Highland Avenue, Birmingham 5, Alabama. 
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The governing body of the Southern Medical Association, the Council, is comprised of one Councilor 
from each state or district composing the territory from which the Association draws its membership. Coun- 
cilors are appointed by the President, serve for five years and are not eligible for reappointment. Councilor 


terms expire with the close of annual meetings. Expiration of Councilor terms is staggered so that not more 


than four expire in any one year. 


The terms of three Councilors expired at the close of the Atlanta Meeting: Dr. Harry Lee Claud, Wash- 
ington, D. C., Dr. Fount Richardson, Fayetteville, Arkansas, and Dr. Jack C. Norris, Atlanta, Georgia. The 
President, Dr. Edwin Hugh Lawson, announces the following Councilor appointments to fill existing vacancies: 
Dr. James Hill Byram, Atlanta, Georgia; Dr. Oscar Benwood Hunter, Jr., Washington, D. C.: and Dr. Euclid 


Monroe Smith, Hot Springs, Arkansas. 


James Hill Byram, M.D. 
Councilor, Georgia 


A native Georgian, Dr. Byram was born 
on February 5, 1899, in Newnan. After gradu- 
ating from Newnan High School he attended 
the University of Georgia in Athens and re- 
ceived his premedical degree there in 1918. 


Dr. James H. Byram 
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Military training at the Army Officers Train- 
ing Camp in Plattsburg, New York, followed 
and Dr. Byram was discharged in 1919. He re- 
ceived his M.D. degree from the Emory 
University Medical School in 1922. 

Upon completing his internship at the 
Grady Memorial Hospital in Atlanta, Dr. 
Byram served as a resident in surgery at St. 
Joseph’s Hospital in Savannah and as a resi- 
dent in obstetrics and gynecology at St. Ann’s 
Hospital in Cleveland, Ohio. Currently he 
is on the staff of three Atlanta hospitals: 
Georgia Baptist, Crawford W. Long, and St. 
Joseph's. 

In addition to holding membership in the 
Southern Medical Association, Dr. Byram is a 
member of the Southeastern Surgical Congress, 
the International College of Surgeons, the 
American Academy of General Practice, the 
American Medical Association, and the Medi- 
cal Association of Georgia. He is a Past 
Presid: it of the Fifth District Medical So- 
ciety and is the 1959 President of the Fulton 
County Medical Society. His medical honor 
society is Caduceus and he is a member of 
Delta Tau Delta and Phi Rho Sigma Fra- 
ternities. He was Chairman of the Entertain- 
ment Committee for Southern Medical’s 1954 
Convention and served this year (1959) as 
Chairman of General Arrangements. He is 
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a member of the Board of Stewards of Peach- 
tree Road Methodist Church. 

Dr. Byram married the former Elizabeth 
Ruth Patterson in 1934 and they have one 
daughter. 


Oscar Benwood Hunter, Jr., M.D. 
Councilor, District of Columbia 


Dr. Oscar Benwood Hunter, Jr., is an out- 
standing pathologist and civic leader and 
the son of the late Dr. Oscar Benwood Hun- 
ter, Sr., a Past President of the Southern Med- 
ical Association. Born on October 27, 1915, 
Dr. Hunter received his B.S. degree from 
Catholic University in 1936 and his M.D. from 
Georgetown University in 1940. Following an 
internship at Gallinger Municipal Hospital, 
he served as a Fellow in Pathology and First 
Assistant in Pathology at the Mayo Clinic. 
During World War II, Dr. Hunter, a Major 
in the Medical Corps, was Chief of the Labo- 
ratory Service of the 55th General Hospital 
and Associate Pathologist of the Armed Forces 
Institute of Pathology. 


Dr. Oscar B. Hunter, Jr. 
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After five years as Assistant Pathologist at 
Doctors Hospital in Washington, D. C., Dr, 
Hunter became Director of the Department 
of Pathology of that hospital in 1952, a posi- 
tion he still holds. He is also Director of the 
Department of Pathology at three other hos. 
pitals: Sibley Memorial in Washington; Lou- 
doun County in Leesburg, Virginia; and 
Montgomery County General in Olney, Mary. 
land. At Doctors Hospital Dr. Hunter also 
serves as a member of the Board of Directors, 
Vice-Chairman of the Staff and Director of 
the School of Medical Technology. He is a 
professorial lecturer at his alma mater, George. 
town University, and Adjunct Professor of 
Clinical Pathology at American University. 
Dr. Hunter directs the Oscar Benwood Hun- 
ter Memorial Laboratory. 


Dr. Hunter holds membership in the Medi- 
cal Society of the District of Columbia, the 
American Medical Association, Southern 
Medical Association, the College of American 
Pathologists, the American Society of Clinical 
Pathologists and the American Geriatrics So- 
ciety. He has served as President of the Amer- 
ican Association of Blood Banks, the Wash- 
ington Society of Pathologists, and the Na- 
tional Medical Veterans Society. Dr. Hunter 
is a member of four international profes- 
sional organizations: the International Acad- 
emy of Pathology, the International Society 
of Hematology, the International Society of 
Clinical Pathology and the _ International 
Medical Club. He is in the Catholic Univer- 
sity, Georgetown and Mayo Alumni Associa- 
tions. Dr. Hunter has written numerous at- 
ticles on hematology, neoplastic diseases and 
radioactive isotopes. 


Outstanding in civic as well as in profes 
sional life, Dr. Hunter holds membership 
in the Kiwanis Club, the Knights of Co- 
lumbus and the United States Chamber of 
Commerce. He is on the Board of Directors 
of the Merrick Boys Club, the Columbia 
Operating Corporation, the Columbia Medi- 
cal Building Corporation, the Washington 
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Medical Building Corporation and the United 
Givers Fund. His medical fraternity is Phi 


Chi and medical honor society, Alpha Omega 
Alpha. 

Dr. Hunter’s hobbies are sailing, fishing 
and hunting. He is married to the former 
Anne Turbeville Battaile of Memphis, Ten- 
nessee, and they have seven children, four 
daughters and three sons. 


Euclid Monroe Smith, M.D. 
Councilor, Arkansas 


Dr. Smith, a Texan by birth, has spent most 
of his life in Arkansas. Born in Fannin 
County, Texas, on January 10, 1902, he was 
graduated from Texas A & M College in 
1924. He attended the University of Arkansas 
School of Medicine and received his M.D. 
degree there in 1929. His internship was 
served at the Pulaski County Hospital in 
Little Rock, Arkansas, and the Cleveland City 
Hospital in Cleveland, Ohio. Dr. Smith then 
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served three years of residency at the Wade 
Clinic in Hot Springs. He has been in private 
practice in that city since 1933, except for 
four years of military service. 

After completing his military training at 
the United States Army Air Corps School of 
Aviation Medicine at Randolph Field, Texas, 
Dr. Smith served an active tour of duty with 
the Army and was discharged with the rank 
of Colonel. For the following two years he 
was a member of the Officers’ Reserve Corps 
and resigned his reserve commission as Col- 
onel in 1948. 

Since returning to private practice as a 
physician in Hot Springs, Dr. Smith has 
served as a staff member of the Medical Sec- 
tion of St. Joseph’s and Ouachita General 
Hospitals. He has been a Consultant in Medi- 
cine in the Rheumatology Section of the Mis- 
souri Pacific Hospital in Little Rock. At the 
University of Arkansas School of Medicine 
Dr. Smith has been Clinical Instructor in the 
Department of Pathology and Associate Pro- 
fessor of Medicine in the Rheumatology Sec- 
tion. As a fitting climax to his years of service 
in the field of medicine in Arkansas, Dr. 
Smith was elected President of the Arkansas 
Medical Society in 1950. 

Numerous medical organizations list Dr. 
Smith as a member including: Southern Medi- 
cal Association, the Hot Springs Garland 
County Medical Society, the Tri-State Medi- 
cal Society, the American Medical Association 
and the Association of American Spas. He is 
a Fellow in the American College of Physi- 
cians, the American Therapeutic Society, the 
American Congress of Physical Medicine and 
Rehabilitation and the American Geriatrics 
Society. 

Dr. Smith is a prolific writer and has pub- 
lished numerous articles on rheumatic dis- 
eases and spa therapy. 

In 1934 he married Margaret Elouise Woot- 
ton, the daughter of the late Dr. W. T. Woot- 
ton, a Past President of the Southern Medical 
Association. The Smiths have two daughters. 
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The Part I Examinations of the American Board of 
Obstetrics and Gynecology, are to be held in various 
parts of the United States and Canada, on Friday, 
January 16, 1960, at 2:00 p.m. 


Candidates notified of their eligibility to participate 
in Part I must submit their case abstracts within 
thirty days of notification of eligibility. No candidate 
may take the Written Examination unless the case 
abstracts have been received in the office of the 
Secretary. 

Current Bulletins outlining present requirements 
may be obtained by writing to the Secretary’s office: 
Office of the Secretary, Robert L. Faulkner, M.D., 2105 
Adelbert Road, Cleveland 6, Ohio. 

Senator Lister Hill, Alabama, announces the ap- 
pointment of a Committee on Medical Research to 
study the adequacy and effectiveness of the Federal 
Government’s participation in medical research. Mem- 
bers of the Committee of Consultants are: Drs. Alfred 
Blalock, Professor and Chairman, Department of Sur- 
gery, The Johns Hopkins University School of Medi- 
cine, Baltimore, Maryland; Michael E. De Bakey, Pro- 
fessor and Chairman, Department of Surgery, Baylor 
University, College of Medicine, Houston, ‘Texas; 
Edward W. Dempsey, Dean, Washington University 
Medical School, St. Louis, Missouri; and Harry Lyons, 
D.D.S., Dean, School of Dentistry, Medical College of 
Virginia, Richmond, Virginia. 

The annual meeting of the Southern Thoracic Sur- 
gical Association was held at the Edgewater Gulf 
Hotel, Edgewater Park, Mississippi, on November 19- 
21, 1959. President of the association is Dr. Edward 
F. Parker, Charleston, South Carolina, and Secretary 
is Dr. Hawley H. Seiler, Tampa, Florida. 

The Sixth Biennial Cardiovascular Seminar will be 
held at the Balmoral Hotel, Miami Beach, Florida, 
April 27-30, 1960. Co-sponsored by the Florida Heart 
Association, the Florida State Board of Health and the 
Heart Association of Greater Miami, Inc., the Semi- 
nar’s Faculty is composed of physicians throughout 
the United States. This Seminar will feature, in addi- 
tion to lectures, small discussion groups with members 
of the Faculty. For further details, write the Heart 
Association of Greater Miami, 2 Southeast 13th Street, 
Miami 32, Florida. 

The Gill Memorial Eye, Ear and Throat Hospital, 
Roanoke, Virginia, announces its thirty-third annual 
spring congress in Ophthalmology and Otolaryngology 
April 4-9, 1960. For further information write: Super- 
intendent, P. O. Box 1789, Roanoke, Virginia. 


ALABAMA 


Dr. Sam Shafferman, Birmingham, is the new 
‘Treasurer of the American Society of Clinical Hypno- 
sis and recently taught at the advanced seminar on 
hypnosis in Chicago. 


One of the newly elected Vice-Presidents of the 
United States Section, International College of Sur- 
geons is Dr. Gilbert F. Douglas, Birmingham. 


Dr. W. Frank Cope, Jr., class of °57 at the University 
of Alabama Medical Center, has been appointed a 
Fellow in Neurologic Surgery at the Mayo Foundation, 
Rochester, Minnesota. 

Dr. James R. Garber, Professor of Clinical Obstetrics 
at the University of Alabama Medical College, is the 
first Alabamian to receive the annual meritorious 
service award of the American Academy of General 
Practice. 

Dr. Albert S. Hargis, Jr., Medical Director of Hayes 
Aircraft Corporation, has been appointed Assistant 
Professor of the Department of Preventive Medicine 
and Public Health at the Medical College of Alabama. 

Dr. S. C. Sen, New Delhi, India, who is presently 
on a ten week tour of the United States, addressed 
the Alabama Society of Medical History in October, 
in Birmingham. 

Dr. Ward Pigman, Associate Professor of Biochem. 
istry at the University of Alabama Medical Center, 
received the annual C. S. Hudson award of the 
American Chemical Society. 

A memorial fund has been started by members of 
the medical staff of Birmingham Baptist Hospitals in 
the name of Dr. Dan C. Donald, Past President of 
the Birmingham Baptist Hospitals staff, who passed 
away recently. The contributions will be kept in a 
separate fund and used for a suitable memorial when 
construction is completed on the proposed new High- 
land Avenue Baptist Hospital in Birmingham. 

Dr. Howard Holley, Professor of Medicine, repre- 
sented the University of Alabama Medical Center in 
Birmingham at the recent Fourth European Congress 
on Rheumatic Diseases in Istanbul, Turkey. 

Dr. Robert V. Barnett, Birmingham, is the new 
Chief of Obstetrics in the Obstetrics and Gynecology 
Department of the University of Alabama Medical 
College, following the resignation of Dr. Josiah C. 
Carmichael. 


DISTRICT OF COLUMBIA 


Rear Adm. Bartholomew W. Hogan, MC, USN, 
Surgeon General and Chief of the Bureau of Medicine 
and Surgery, received an honorary Fellowship in the 
International College of Surgeons. 

Surgeon General Leroy H. Burney has announced 
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ERRATA 


In the October issue, page 1183, italic 
heading on Table 2 should read, “Aver- 
age of Ist, 2nd, and 3rd Hours” instead 
of “4th, 5th, and 6th Hours.” 

In the November issue, page 1335, the 
Discussant was listed as Dr. F. DeWitt 
Sanford; this should have read Dr. F. 
DeWitt Stanford. 
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Recent Advances_in Cardiology. By Terence East, M.A., 
D.M., F.R.C.P., Physician-in-charge of Cardiological Depart- 
ment, Kings College Hospital; and Curtis Bain, M.C., D.M., 
F.R.C.P., Harrogate General Hospital. Fifth edition. 408 
pages, 133 illustrations. Boston: Little, Brown and Company, 
1959. Price $10.00. 


inci d Practice of Obstetric Anaesthesia. By J. Selwyn 
MLC., Ch.B., D.A. (England), F.F.A.R.C.S., Anaes- 
thesia Service, The Presbyterian Hospital, New York. 125 
pages. Springfield, Ill.: Charles C. Thomas, Publisher, 1959. 
Price 


Evaluation of Changes Associated with Psychiatric Treatment. 
By Marvin Reznikoff, Ph.D., Director of Clinical Psychology, 
Institute of Living, Hartford, Conn.; and Laura C. Toomey, 
M.D., Intern in Clinical Psychology, Institute of Living. 128 
pages. Springfield, Ill.: Charles C. Thomas, Publisher, 1959. 
Price $4.50. 


Neoplastic Disease at Various Sites. Vol. I. Carcinoma of the 
Lung. Edited by J. R. Bignall, M.D., M.R.C.P., Assistant 
Physician, Brompton Hospital. 292 pages. Baltimore: The 
Williams & Wilkins Co., 1958. Price $10.50. 


The Chemistry and Chemotherapy of Tuberculosis. By_Es- 
mond R. Long, M.D., Emeritus Professor of Pathology, Uni- 
versity of Pennsylvania. Third edition. 431 Ty 7 Baltimore: 
The Williams & Wilkins Co., 1959. Price $12.00. 


Pediatric Neurosurgery. Edited by Ira J. Jackson, M.D.; and 
Raymond L. Thompson, M.D. 537 pages. Springfield, Ill.: 
Charles C. Thomas, Publisher, 1959. Price $16.50. 


Mitral Valvulotomy. By Harold J. Stewart, M.D., Professor 
of Clinical Medicine, Cornell University Medical College; and 
Frank Glenn, M.D., Lewis Atterbury Stimson, Professor of 
Surgery (Chairman), Cornell University Medical College. 23 
pages. Springfield, Ill.: Charles C. Thomas, Publisher, 1959. 


Price $10.50. 


Cerebral Angiography in the Management of Head Trauma. 
By Charles A. Carton, M.D., Associate Clinical Professor of 
Surgery (Neurosurgery), Albert Einstein College of Medicine, 
New York. American Lecture Series, 150 pages. Springfield, 
Ill.: Charles C. Thomas Publisher, 1959. Price $7.00. 


Worth and Chavasse’s Squint. The Binocular Reflexes and the 
Treatment of Strabismus. Ninth Edition, Edited by T. Keith 
Lyle, C.B.E., and G. J. Bridgeman, C., London. 382 
pages. Baltimore: The Williams & Wilkins Company, 1959. 
Price $10.00. 


The Clinical Evaluation of New Drugs. Edited by S. O. 
Waife, M.D., and Alvin P. Shapiro, M.D. 216 pages. New 
York: Paul B. Hoeber, Inc., 1959. Price $7.50. 


Abnormal Haemoglobins. A Symposium. Edited by J. H. P. 
Jonxis and J. F. Delafrennaye. 420 pages. Springfield, Ill.: 
Charles C. Thomas, Publisher, 1959. Price $9.50. 


Hernia. By Sir Heneage Ogilvie, K.B.E., M.A., M.Ch., M.D., 
F.R.C.S., Consulting Surgeon, Guy’s Hospital, London. 132 
pages. Baltimore: The Williams & Wilkins Company, 1959. 
Price $6.50. 


The Biological, Sociological and Psychological Aspects of Aging. 
By Kurt Wolff, M.D., Clinical Director, Galesburg State Re- 
search Hospital, Illinois. 95 pages. Springfield, Ill.; Charles 
C. Thomas, Publisher, 1959. Price $3.75. 


A Handbook of Obstetrics and Gynaecology for Nurses. By 
Douglas G. Wilson, Clyne, B. M., B.Ch., M.A. (Oxon.), 
L.R.C.P., F.R.C.S. (Edin.), M.R.C.O.G. 196 pages. Baltimore: 
The Williams & Wilkins Company, 1959. Price $4.00. 


Narcotics. Lingo and Lore. By J. E. Schmidt, M.D. 199 pages. 
= Ill.: Charles C. Thomas, Publisher, 1959. Price 


The Clinical Application of Projective Drawings 


By Emanuel F. Hamner, Ph.D., Head, Psychology 
Unit, Psychiatric Clinic, Court of Special Sessions, 
New York City. 649 pages. Springfield, Ill.: Charles 
C. Thomas, Publisher, 1958. Price $13.50. 


The interpretative unravelling of personality attri- 
butes from an individual’s drawings is more an art 
than a science, and the empirical validation of even 
a fraction of the interpretative hypotheses derived 
from projective drawings would be a real contribution 
to personality theory. The editor of this book has 
brought together the current thinking of many writers 
in this area. As such, a central source is now available 
to serve as a springboard for more definitive research 
as well as a handbook for clinical application of pro- 
jective drawings. 


Intravascular Catheterization 


Compiled and edited by Henry A. Zimmerman, 
M.D., Chief of the Cardiovascular Section, Division 
of Medicine, St. Vincent Charity Hospital, Cleve- 
land. 768 pages. Springfield, Ill.: Charles C. Thomas, 
Publisher, 1959. Price $16.75. 


This is the first book which completely encompasses 
the field of intravascular catheterization and as such 
will be an invaluable guide to the beginner in cathe- 
terization study, as well as an excellent reference for 
the established investigator. 

There are chapters concerned with catheterization 
of the kidney, liver and coronary sinus in addition to 
right and left heart procedures. The author discusses 
the technic, equipment needed, characteristic results 
and their significance, and indications and contraindi- 
cations in each. However the technic of left heart 
catheterization is somewhat incomplete, in that discus- 
sion is limited to the Bjork procedure without com- 
parison of its advantages and disadvantages to the 
transbronchial and other direct approaches. Cyanotic 
and acyanotic congenital heart disease is covered ex- 
tensively with numerous tables relating typical data in 
the various lesions. Abundant information regarding 
indicator dye-dilution technics and calculation of 
shunt flows and valve areas is presented. 

Every chapter is followed by a complete reference 
list, which along with the very complete general text, 
makes this book a real time saver and a must for any- 
one interested in catheterization study. 
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that Pharmacist Director George P. Archambault, D. 
Sc., will represent the U. S. Public Health Service in 
all pharmacy activities. 


Dr. I. Phillips Frohman has been elected to the 
Executive Committee of the Academy of Psychosomatic 
Medicine. He has also been re-elected for the third 
time to represent the Section on General Practice of 
the AMA in the Scientific Assembly of the AMA. 

Dr. George E. Schreiner has been re-elected Secretary- 
Treasurer of the American Federation for Clinical 
Research. 

Dr. Roy E. Ritts has been appointed Chairman of 
the Department of Bacteriology-Immunology and 
Tropical Medicine at Georgetown University School of 
Medicine. He was also recently elected to membership 
in the American Society of Experimental Pathology. 

Dr. Lawrence S. Lilienfield has been elected to Fel- 
lowship in the American Association for the Advance- 
ment of Science. He is also President of the D. C. 
Chapter of the American Federation for Clinical Re- 
search and has been appointed Councillor of the East- 
ern Section of the Federation. 

Dr. Peter N. Lombard, Silver Spring, has been 
named Chairman of the Kiwanis Club’s International 
Education and Fellowship Committee. 

Dr. Michael M. Miller is the new President of the 
American Association for Social Psychiatry. 

New officers of the Section on Radiology of the 
Medical Society of the District of Columbia are as 
follow: Dr. George Tievsky, Chairman; Dr. Charles E. 
Bickham, Jr., Vice-Chairman; and Dr. William E. 
Sheely, Secretary-Treasurer. 

New officers recently elected by the George Wash- 
ington University Medical Society are as follow: Dr. 
Edward E. Ferguson, President-Elect; Dr. F. Turner 
Reuter, First Vice-President; Dr. Austin B. Rohrbaugh, 
Second Vice-President; Dr. Marcus P. Goumas, Secre- 
tary; Dr. Naomi M. Kanof, Treasurer; and Dr. George 
Speck, Member of the Executive Council for a three 
year term. Dr. Frederick Y. Donn took office as 
President of the Society for 1959-1960. 

Dr. Kenneth M. Moser and Dr. Peter C. Luchsinger, 
both on the teaching staff of Georgetown University 
School of Medicine and Associate Members of the 
District Medical Society, are sponsors of the new 
organization, The National Foundation for Independ- 
ent Medical Research, a nonprofit organization whose 
aim is to continue research in the treatment and cure 
of vascular and pulmonary diseases and in particular 
to perfect a method of dissolving blood clots. The 
Foundation expects to underwrite research physicians 
for independent work in many fields eventually. 

Howard University College of Medicine is setting 
up a complete medical service at D. C. General Hos- 
pital, to be known as the Howard Service, similar to 
the Georgetown and George Washington University 
Services at the Hospital. The Howard Service will be 
headed by Dr. John B. Johnson, Professor of Medicine 
at Howard, who will be Chief of the Service. Dr. 
Charles S. Ireland, Assistant Professor of Medicine, 
will be Assistant Chief of Service, and Dr. Emile C. 
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Nash, Associate Professor of Medicine, will be Chief 
Medical Officer. 


Colonel Frank M. Townsend, M.C., US.AF., has 
been appointed Director of the Armed Forces Institute 
of Pathology. He is the first Air Force officer to 
assume the directorship of the Institute. 

The new Director of the Division of Scientific Pub. 
lications and Editor of the Journal of the American 
Medical Association is Dr. John H. Talbott, Professor 
of Medicine at the University of Buffalo School of 
Medicine and Head of the Department of Medicine 
at Buffalo General Hospital. 

Colonel Charles H. Bramlitt, Deputy Director of 
Professional Services, Office of the Surgeon General, 
U.S.A.F., will be Secretary of the American Medical 
Association’s Council on Scientific Assembly when 
Dr. Thomas G. Hull retires at the end of the year. 

The appointment of Dr. William M. Hull as Chief 
of the Bureau of Mental Health of the D. C. Depart. 
ment of Public Health’s Child Guidance Division has 
been announced by Dr. Marvin E. Perkins, Chief of 
the Bureau. 


Dr. Joseph F. Fazekas, recently retired Chief of the 
Medical Staff of District of Columbia General Hospital, 
was honored at a testimonial dinner by the Hospital's 
medical staff. The medical staff presented him with 
a gold-headed cane in recognition of his services, 

Dr. Vane M. Hoge has been appointed Assistant 
Director of the Washington Service Bureau of the 
American Hospital Association. 

Dr. Jesse F. Casey, Director of Psychiatry and Neu- 
rology Service for the Veterans Administration, Wash- 
ington, D. C., is in.Great Britain and Europe siudying 
newer developments in psychiatric care. 

The Administrator of Veterans Affairs, Sumner G. 
Whittier, has presented Dr. Martin M. Cummings, 
Director of Medical Research for the VA in Washing- 
ton, D. C., with the Exceptional Service Award, the 
VA’s highest award. 

Dr. John D. Schultz was named Medical Director 
of the District of Columbia General Hospital by the 
District Commissioners. Dr. Schultz will head both the 
administrative and medical staffs in his new post. 

Dr. Pearce Bailey, Director of the National Institute 
of Neurological Diseases and Blindness for the past 
8 years, has been named Director of the Institute's 
new International Neurological Research Programs. 
Dr. Richard L. Masland, Assistant Director, succeeds 
Dr. Bailey as Director of the Institute. 

Dr. Worth B. Daniels is serving on a Board of 17 
physicians which is directing the compilation of the 
history of the Army Medical Service's role in internal 
medicine during World War II. 

Dr. Reginald S. Lourie, Chairman of the Department 
of Psychiatry at Children’s Hospital has made a con- 
sulting tour of U. S. military hospitals with psychiatric 
facilities in Germany, France and Italy. Dr. Loune 
was invited to make the tour by the Office of the 
Surgeon General of the U. S. Army. 

Dr. Charles D. Shields, Professor of Surgical Medi- 
cine and Rehabilitation, and Chairman of the Depart: 
ment, at Georgetown University School of Medicine, 
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SUBJECT INDEX 


MEN, 
in children (Nice, Jr.), 659 
ABNORMALITIES AND DEFORMITIES: see under names 
of organs and regions 
ACNE, 
treatment of acne vulgaris by use of gamma globulin (Sut- 
ISPASE 
N’S D 
—_— histoplasmosis (Rudner, Jr. & Bale), 1491 
ADOLESCENT, 
neon treatment and re-education of the disturbed 
adolescent (Landis), 1119 
ENALS, 
eo adrenal hyperplasia (Burke & Liddle), 283 
ADRENOCORTICAL PREPARATIONS, 
nitrogen mustard and adrenocorticotropic hormone in the 
management of patients with incurable carcinoma (Wol- 
cott & Shaver), 1375 
HOLISM, 
oo by citrated calcium carbimide (Foster, Jr.), 986 
ALKALOIDS, 
critical evaluation of Numorphan (Samuels et al.), 207 
ALLERGY, 
reconsideration of allergy and nasal surgery (Riggs), 835 
the headache problem (Mayer & Kaufmann), 1495 
AMPHOTERICIN, 
cryptococcosis of the central nervous system treated with 
amphotericin B during pregnancy (Feldman), 1415 
AMPUTATION, 
pylons and temporary prostheses in rehabilitation of 
lower extremity geriatric amputees (Leavitt), 778 
ANEMIA, 
hemolytic anemia in cirrhosis (Zieve & Hill), 903 
pernicious, neurologic changes (Goldhamer et al.), 1589 
sickle cell; disintegration of hip (Sherman), 632 
ANEMIA, PERNICIOUS, 
parenteral liver therapy (Connery & Goldwater), (25 Years 
Ago), 363 
ANESTHESIA, 
anticholinergic (Legerton, Jr.), 927 
autonomic blockade (Canter & Jenkins), 456 
fluothane (Ausherman & Adan), 
fluothane (Bourgeois-Gavardin et al.), 53 
for cortical excision in focal seizures (Rumble, Jr. & 
Bickers), 839 
for surgery of the hip in the aged (Danielson & Converse), 
1132 


medicolegal aspects (Ochsner II), 958 

preanesthetic medication (Adriani et al.). 1137 

review of the cases of cardiac arrest at Vanderbilt Uni- 
versity Hospital and Thayer Veterans Hospital (Schull), 
14 


3 
role of the anesthesiologist in obstetrics (Wilber), 871 
ANEURYSMS, 
intracranial (Davis, Jr. & Alexander, Jr.), 357 
ANGINA PECTORIS, 
ablation of thyroid gland (Weinstein et al.), (25 Years 
Ago), 758 
ANGIOMA, 
x-ray treatment of hemangiomas (Wilson), 1355 
ANTIBIOTICS, 
a relationship between initial therapy in pulmonary tuber- 
culosis and treatment failures (Saliba & Beatty), 1411 
management of staphylococcal disease in infants and chil- 
dren (Yow et al.), 392 
status in surgical infections (Longacre & Burke), 1348 
the Genghis Khan of the 1959 microbial world (Paine, Jr.), 


1343 
ANUS, 
Postoperative stenosis (McGivney), 1206 
ARRHYTHMIA, 
during cardiac surgery (Hitchcock & Keown), 702 
Tietze’s syndrome associated with paroxysmal recurrent 
tachycardia (Jacobs & Conners), 774 
ARTERIES, 
congenital vascular anomalies causing bronchial asthma 
(Fein & Park III), 851 
ARTERIOSCLEROSIS, 
comparative study of coronary disease in Haitian and 
American Negroes (Groom et al.), 504 
lesions of the retina and macula associated with hyper- 
cholesterolemia (Brown), 204 
ARTHRITIS 
in the elderly patient (Bunim), 1571 
Marie-Strumpell arthritis in twins, complicated by pres- 
ence of duodenal ulcer (Bugel & Alsobrook), 1258 
ARTHRITIS, RHEUMATOID, 
in treatment (Williams), 267 
congenital vascular anomalies causing bronchial asthma 
ATHEROSCLEROS 
A 1S: i i 
BACILLURIA, see Arteriosclerosis 


and pyelonephritis (ed.), 224 


carri y shoes in operating rooms (Casey et al.), 384 

BILE DUCTS, 
stenosis of sphincter of Oddi (Kirtley, Jr. et al.), 116 

Pp ( J ), 1167 
— diagnosis of cervical malignancy (Johnson et al.), 


peroral biopsy of the duodenum and jejunum in the diag- 
nosis of the malabsorption syndrome (Posey, Jr. & 
Stephenson, Jr.), 691 
the muscle biopsy (ed.), 108 
BLADDER, 
carcinoma, radiation therapy (Crigler et al.), 1091 
carcinoma, treatment (Prout, Jr.), 570 
vesicoureteral reflux (Pasquier, Jr. et al.), 967 
BLASTOMYCOSIS, 
(McLean & Fitz-Hugh), 667 


cancer cells in the circulating blood (Malmgren & Potter), 


1359 
BLOOD CIRCULATION, 
determined by use of radioiodinated serum albumin and 
externally placed scintillator detector (Sevelius & John- 


son), 1058 
BLOOD PRESSURE, HIGH, 
hypertension in pregnancy treated with chlorothiazide 
(Novell & Vaughn), 584 
management of portal hypertension with bleeding esopha- 
geal varices (DeCamp & Davis), 627 
BLOOD SUGAR, 
hypoglycemosis in childhood (Paul, Jr.), 734 
BLOOD TRANSFUSION, 
followed by hemorrhage (Bird & Hammarsten), 887 
BLOOD VESSELS, 
congenital vascular anomalies causing bronchial asthma 
(Fein & Park III), 851 
BOECK SARCOID: see Sarcoidosis 
BONE AND BONES, 
chondrosarcoma (Greenberg), 1511 
reactions of soft somatic tissue which may progress to 
bone formation (Gilmer, Jr. & Anderson), 1432 
use of muscle pedicle cancellous bone grafts (Davis), 24 
BOOK REVIEWS, 
111, a! 367, 494, 624, 763, 885, 998, 1164, 1270, 1474, 


159 
BRAIN, 
fractional encephalography (Oller & Tartell), 1041 
intracranial aneurysms (Davis, Jr. & Alexander, Jr.), 357 
malignant meningioma of right cerebral hemisphere, with 
— extracranial metastases (Meredith & Belter), 
rapid mobilization of patients following cerebrovascular 
accident (Buchanan), 1149 
strokes (ed.), 878 
BREAST, 
— supervoltage roentgenotherapy (Fletcher & White), 


carcinoma (Wilson, Jr. & Wilson), 1383 
carcinoma, x-ray diagnosis (Sklaroff et al.), 1198 
BURNS, 
followed by periarticular ossification (Boyd, Jr. et al.), 


CALCULI: see Urinary Tract 
CANCER: see Neoplasms and under names of organs and 


regions 
CARDIOSPASM, 
surgery, Mikulicz-Heller procedure (Farrar), 609 
CARDIOVASCULAR SYSTEM, 
racial differences in cardiovascular disease (ed.), 1470 
CATARACT, 
alpha-chymotrypsin in cataract surgery (Altamirano & 
Callahan), 1327 
surgery (Breffeilh), 1249 
CATHETERS, 
chronic pyelonephritis and the urethral catheter (Rieser) 
53 


(ed.), 
CEREBRAL PALSY: see Paralysis 
CERVIX: See Uterus, cervix 
CHARCOT JOINT, 
the neuropathic joint (Floyd et al.), 563 
CHEST: see Thorax 
CHILDREN: see also Infants 
abdominal abscesses (Nice, Jr.), 659 
congenital anomalies in genitourinary tract (Burns), 477 
duodenal ulcers (Jackson & Westrope), 147 
effect of tranquilizers with specific reference to meproba- 
mate (Kraft et al.), 179 
hospital treatment and re-education of the disturbed 
adolescent (Landis), 1119 
hypoglycemia (Paul, Jr.), 734 
pediatric problems in otolaryngologic practice (Rutledge), 
866 


prochlorperazine in emotionally disturbed, mentally defec- 
tive children (Carter), 174 
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CHIN, 
buccal incision for chin implants (Millard, Jr.), 1371 
CHLOROTHIAZIDE, 
clinical pharmacology of hydrochlorothiazide (Ford), 40 
treatment of hypertension in pregnancy (Novell & Vaughn), 


584 
CHOLESTEROL, 
lesions of the retina and macula associated with hyper- 
cholesterolemia (Brown), 204 
CHONDROSARCOMA 
(Greenberg), 1511 
CHRONIC ILLNESS: see Disease, chronic 
CIVIL WAR (U.S.), 
the nostalgia syndrome (Wilson & Hohman), 1449 
COBALT, 
radioactive, teletherapy (Cavanaugh), 964 
COLITIS, 
ulcerative; use of steroids (Patterson & McGivney), 423 
COLON, 
diseases; use of steroids (Patterson & McGivney), 423 
lipoma (Nelson & Rogers, Jr.), 767 
severe hemorrhage as a complication of diverticulitis 
(Carney), 499 
COLOSTOMY, 
construction and care of ileostomy and colostomy (Camp- 
bell et al.), 1230 
CONTRAST MEDIA, 
gastrografin (Douglas & Bailey), 1003 
CONVULSIONS, 
anesthesia for cortical excision in focal seizures (Rumble, 
Jr. & Bickers), 839 
recognition of nonepileptic seizures (Ferriss), 1557 
CORONARY DISEASE: see also Myocardial Infarct 
comparative study in Haitian and American Negroes 
(Groom et al.), 504 
CORTICOSTEROIDS, 
treatment of rheumatoid arthritis (Williams), 267 
CRYPTOCOCCOSIS, 
of the central nervous system treated with amphotericin 
B during pregnancy (Feldman), 1415 
CUBA, 
superficial and deep mycoses in Cuba (Pardo-Castello & 
Trespalacios), 7 
CYSTS, 
epidermoid cysts of testes (Nowlin et al.), 473 
DELIVERY, 
prolapse of the umbilical cord (Robertson), 1086 
DELUSIONS, 
social origins (Warkentin et al.), 1418 
DEPRESSION, 
the nostalgia syndrome (Wilson & Hohman), 1449 
DERMATOLOGY: see Skin 
DERMATOMYOSITIS, 
and malignancy (ed.), 994 
DIABETES MELLITUS, 
infection in the diabetic (Lipscomb et al.), 16 
secondary to primary carcinoma of the head of the pan- 
creas (Green, Jr.), 1211 
the diabetic in industry (Weaver & Perret), 214 
treatment with orally administered compounds (West & 
McCampbell), 655 
DIAGNOSIS, 
the muscle biopsy (ed.), 108 
DIAPER RASH, 
a study of a protective powder (Robinson, Jr.), 1421 
DIAPHRAGM, 
abdominodiaphragmatic breathing in pulmonary emphy- 
sema (Becker & Denny), 1225 
DISEASE, 
— public health aspects (Ferderber & Hammill), 


morbidity from common postural faults (Selke, Jr.), 650 
DIURETICS, 
clinical pharmacology of hydrochlorothiazide (Ford), 40 
DIVERTICULA, 
diverticulum of female urethra (Wishard, Jr. et al.), 890 
DIVERTICULITIS, 
complicated by severe hemorrhage (Carney), 499 
DOCTORS: see Physicians 
DRUGS: see also under names of drugs 
caution in acceptance of the new (Lamb), (ed.), 1153 
critical evaluation of Numorphan (Samuels et al.), 207 
evaluation of some new anthelminthic, anticholinergic, 
hydrocholeretic and antispasmodic drugs (McHardy 
et al.), 102 
newer agents in dermatologic therapy (Noojin et al.), 1105 
procaine amide intoxication, treatment (Rodensky & Was- 
serman), 1072 
psychic factors conditioning effects in psychiatry (Wie- 
dorn, Jr. & Davis), 419 
treatment of meprobamate intoxication witli the use of 
methyl phenidate (Potyk), 1148 
DUODENUM, 
Marie-Strumpell arthritis in twins, complicated by pres- 
ence of duodenal ulcer (Bugel & Alsobrook), 1258 
trauma (Mabry), 511 
ulcers in children (Jackson & Westrope), 147 
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EAR, 
protruding, operation for correction (Jones), 1067 
ECONOMICS, MEDICAL, 
— service for the indigent in Tennessee (Sharp, Jr,), 
81 
EDEMA, 
use of hydrochlorothiazide (Klapper & Richard), 1113 
ELBOW, 
fractures (McGehee), 1234 
EMPHYSEMA, 
abdominodiaphragmatic breathing in pulmonary emphy- 
sema (Becker & Denny), 1225 
symptomatic relief by an abdominal belt (Alexander & 
Kountz), (25 Years Ago), 618 
ENCEPHALOGRAPHY, 
fractional (Oller & Tartell), 1041 
ENCEPHALOMYELITIS, 
epidemic neuromyasthenia (ed.), 755 
epidemic neuromyasthenia (Fraumeni, Jr.), 1192 
ENDOMETRIUM, 
cancer: see Uterus, cancer 
ENURESIS, 
a survey study of bedwetting (Pierce & Lipcon), 1520 
ENZYMES, 
alpha-chymotrypsin in cataract surgery (Altamirano & Cal- 
lahan), 1327 
EPIDIDYMIS, 
adenomatoid tumors (Glenn), 60 
EPILEPSY, 
anesthesia for cortical excision in focal seizures (Rumble, 
Jr. & Bickers), 839 
ESOPHAGUS, 
bleeding esophageal varices; management of portal hyper- 
tension (DeCamp & Davis), 627 
congenital atresia (Jones II), 1485 
foreign bodies; chicken bones (Keller, Jr.), 414 
intraluminal pressure measurements (Stickley et al.), 936 
surgical treatment of cardiospasm (Farrar), 
varix; new method for identifying blood of the portal cir- 
culation in dogs (Shorey et al.), 1052 
EXERCISE, 
clinical effects of brief maximal isotonic exercises (Rose), 
1548 


EXTREMITIES, 
pylons and temporary prostheses in the rehabilitation of 
lower extremity geriatric amputees (Leavitt), 
upper, wringer injuries (Adams & Fowler), 798 
EYES, 
alpha-chymotrypsin in cataract surgery (Altamirano & Cal- 
lahan), 1327 
cataract surgery (Breffeilh), 1249 
limbic tumors (Byers), 
ocular foreign bodies (Harris), 1214 a 
optical aids for persons with subnormal vision (Wyckoff 
& Kalil), 1461 
FAINTING: see Syncope 
FAT, 
intravenous use (Storer), 788 
FEMUR: see also Hip 
blade-plate internal fixation of supracondylar fractures 
(Holt, Jr.), 1331 
congenital dislocation of the hip; reduction followed by 
osteochondritic changes (Kite), 945 
fractures of the femoral condyles (Elliott), 80 
fractures; use and abuse of the Jewett nail (Bloomberg), 
314 


medial fractures of femoral neck (Costa), 467 : 
multi-osseous occurrence of sclerosing type osteogenic sar- 
coma (Mauck & Carpenter), 858 
FETUS, 
prolapse of the umbilical cord (Robertson), 1086 
FLUOTHANE, 
anesthetic agent (Ausherman & Adan), 46 
hypotensive effect (Bourgeois-Gavardin et al.), 53 
FOOD, 
allergy (Howard), 747 
FOREIGN BODIES: see under names of organs and regions 
FORENSIC MEDICINE: see Medicine, Legal 
FRACTURES: see under names of bones and joints 
FUNGI, 
maduromycosis of the hand (Seabury et al.), 1176 
GAMMA GLOBULIN, 
treatment of acne vulgaris (Sutton, Jr. & Asel), 515 
GASTRECTOMY, 
use of norethandrolone in postgastrectomy malnutrition 
(Hargrove, Jr. et al.), 1182 
GASTROENTEROLOGY, 
evaluation of some new anthelminthic, anticholinergic, 
hydrocholeretic and antispasmodic drugs (McHardy ¢t 


al.), 
GASTROGRAFIN, 
contrast medium for use in visualization of the gastro- 
intestinal tract (Douglas & Bailey), 1003 
GASTROINTESTINAL TRACT, 
gastrografin (Douglas & Bailey), 1003 
GENERAL PRACTICE, 
and psychiatry (Goshen), 30 
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does the general practitioner deserve hospital privileges? 
(McDaniel), 1463 
GERIATRICS: see Old Age 
GLOBUS PALLIDUS, 
simplified approach to pallidotomy (Aronson et al.), 136 
LD, 
see Radioactivity 
;ONORRHEA, 
” in the male (Landman & Gelmi), 750 
GOUT, 
in orthopedic practice (Rook), 1111 
NECOLOGY, 
se forsenic medicine (Gordinier), 718 
AITI, 
- comparative study of coronary disease in Haitian and 
American Negroes (Groom et al.), 504 
HAND, 
maduromycosis (Seabury et al.), 1176 
shotgun wounds (Milford), 403 
EADACHE, 
“ due to absorption of lanolin (Swinny), 1468 
problem in allergy (Mayer & Kaufmann), 1495 
HEALTH, : 
the health department’s role in an industrial hygiene pro- 
gram (Barrett), 35 
HEALTH INSURANCE: See Insurance 
HEARING DISORDERS, : 
due to industrial noise (McLaurin & Raggio), 1125 
HEART, 
atrial septal defects (Givens et al.), 1407 
clinical aspects of gallop rhythm (Harvey), 531 , 
comparative study of coronary disease in Haitian and 
American Negroes (Groom et al.), 504 
management of the elderly cardiac (Denham), 1337 
pharmacodynamic management of cardiac action during 
deep hypothermia in dogs rssen et al.), 
prognosis in acute myocardial infarction (McMillan & 
Mvers), 378 
racial differences in cardiovascular disease (ed.), 1470 
review of the cases of jac arrest at Vanderbilt Univer- 
sity Hospital and Thayer Veterans Hospital (Schull), 
143 


role of the electrocardiogram in the differential diagnosis 
of acute chest pain (James), 1391 
surgery; arrhythmias (Hitchcock & Keown), 702 
tricuspid atresia (Cooke & Hernandez), 1016 
HEMANGIOMA: see Angioma 
HEMATOMA, 
trauma to the duodenum (Mabry), 511 
HEMORRHAGE, 
complication of diverticulitis (Carney), 499 
new method for identifying blood of the portal circula- 
tion in dogs (Shorey et al.), 1052 
HEMORRHOIDS, 
strangulated (Figares), 68 
HIP: see also Femur 
fractures (Hill) (ed.), 615 
pathogenesis of disintegration in sickle cell anemia (Sher- 
man), 632 
7 in the aged; anesthesia (Danielson & Converse), 


HISTOPLASMOSIS, 
acute Addisonian crisis and death due to histoplasmosis 
(Rudner, Jr. & Bale), 1491 
pulmonary (Horton et al.), 912 
HOOKWORM INFECTION, 
= of tetrachlorethylene (Garrison), (25 Years Ago), 


HORMONES, 
nitrogen mustard and adrenocorticotropic hormone in the 
management of patients with incurable carcinoma (Wol- 
cott & Shaver), 1375 
HOSPITALS, 
does the general practitioner deserve hospital privileges? 
(McDaniel), 1463 
HYDATIDIFORM MOLE, 
diagnosis and management (Goss, Jr.), 439 
HYDROCHLORIC ACID, 
advantages and application of tubeless gastric analysis 
(Laurens et al.), 1100 
HYDROCHLOROTHIAZIDE, 
clinical pharmacology (Ford), 40 
in treatment of edema (Klapper & Richard), 1113 
therapeutic agent (Spies et al.), 984 
HYPERCHOLESTEROLEMIA, 
associated with lesions of the retina and macula (Brown), 


HYPERSPLENISM, 
splenectomy for hypersplenism (Bradham), 1544 
HYPERTENSION, PORTAL, 

with bleeding esophageal varices (DeCamp & Davis), 627 

on or off your rocker (Busse), 1575 
HYPOGLYCEMIA: see Blood Sugar 
HYPOTHERMIA, 

pharmacodynamic management of cardiac action in dogs 

(Corssen et al.), 1009 
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HYSTERIA, 
the hysterical female patient (Smith), 559 
ILEUM, 
construction and care of ileostomy and colostomy (Camp- 
bell et al.), 1230 
INCONTINENCE, 
in the female (Lich, Jr.), 296 
INDIGENTS, MEDICAL CARE OF, 
hospital service for the indigent (Sharp, Jr.), 813 
INDUSTRY AND OCCUPATIONS, 
diagnosis and treatment of injuries to the lumbar inter- 
vertebral disk of industrial workers (Kirgis & Llewellyn), 


employee efficiency and emotional problems of workers 
(Baird), 744 

—e loss due to industrial noise (McLaurin & Raggio), 


25 
mental health in industry (Bedell) (ed.), 361 
problems of nutrition in workers (Aramburu), 463 
proctosigmoidoscopy (Schwarzmann), 688 
the diabetic in industry (Weaver & Perret), 214 
the family doctor (Dix), 739 
the health department’s role in an industrial hygiene pro- 
gram (Barrett), 35 
= and direction in occupational medicine (Gasque), 


trends in industrial psychology (Sorkey), 1128 
INFANTILE PARALYSIS: see Poliomyelitis 
INFANTS: see also Children 
acute bronchiolitis (Sell), 1028 
— disease; antibiotic management (Yow et al.), 


staphylococcal infection in a nursery (Felton et al.), 387 
INFARCTION: see Myocardial Infarct 
INFECTION, 
in the diabetic (Lipscomb et al.), 16 
INFUSIONS, 
utilization of the short saphenous vein in cut down pro- 
cedures (Lary), 1427 
INJURIES: see Wounds and Injuries 
INSURANCE, 
commercial health insurance (Baker) (ed.), 877 
INTERNSHIP AND RESIDENCY, 
approved small tumor clinic and related G. P. residency 
(Harrell), 1220 
INTERVERTEBRAL DISKS: see Spine 
INTESTINES, 
detonation of intestinal gas by an electrosurgical unit 
(Zimmerman), 605 
radiation injuries (Fabrikant et al.), 1186 
INTUSSUSCEPTION, 
in child and adult (Sanders & Kinnaird), 920 
of the rectal mucosa (Potthast), 1062 
ISOTOPES, 
radioactive: see Radioactivity 
JOINTS, 
neuropathic (Floyd et al.), 563 
JURISPRUDENCE, MEDICAL, 
in anesthesiology (Ochsner II), 958 
KERATOSIS, 
Reiter's syndrome versus keratosis blennorrhagica sine 
blennorrhea (Ellis & Bereston), 828 
KIDNEYS, 
= renal failure in the obstetric patient (Parker et al.), 


chronic pyelonephritis and the urethral catheter (Rieser) 
cystoscopic removal of stones (McKay & Justis), 1172 
function, use of radioisotopes (Boyd et al.), 1 

— pyelonephritis of pregnancy (Getzoff & Fowler), 


LABORATORIES, 
phase-contrast microscopy (Peace), 714 
LANOLIN, 
headache due to absorption of lanolin (Swinny), 1468 
LARYNX, 
blastomycosis (McLean & Fitz-Hugh), 667 
LAWN MOWER, 
prevention of power lawn mower injuries (McClure, Jr.), 


125 
LAWSON, EDWIN HUGH, M.D., 
President-Elect, Southern Medical Association (ed.), 223 
LEPTOSPIRA: see Spirochetosis 
LEUKOCYTES, 
leukemoid reactions in pertussis (Welsh et al.), 643 
LIP 


mucocele (Cawley & Wheeler), 291 
LIVER, 
arterialization (Kelsey, Jr. & Crawford), 711 
hemolytic anemia in cirrhosis (Zieve & Hill), 903 
primary carcinoma of the liver with a report of a Kupffer 
cell sarcoma (Pizzolato & Kistler), 1423 
tumors, surgical treatment (Wilson), 274 
LOUISIANA, 
incidence of certain endemic enteric virus infections in 
Southern Louisiana (Gelfand), 819 
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LUMBOSACRAL REGION: see Spine 
LUNGS: see also Pleura 
acute bronchiolitis (Sell), 1028 
functional disability in the pulmonary fibroses (McCann 
et al.), (25 Years Ago), 1156 
pleuropulmonary tularemia (Allison, Jr.), 1019 
LUPUS ERYTHEMATOSUS, 
treated by quinacrine (Buchanan, Jr.), 978 
MACULA LUTEA, 
lesions associated with hypercholesterolemia (Brown), 204 
MADUROMYCOSIS, 
treatment (Seabury et al.), 1176 
MALABSORPTION SYNDROME, 
peroral biopsy of duodenum and jejunum (Posey, Jr. & 
Stephenson, Jr.), 691 
use of d-xylose in diagnosis (ed.), 1587 
MARIE-STRUMPELL DISEASE, 
complicated by presence of duodenal ulcer (Bugel & Also- 
brook), 1258 
MASTOID, 
tympanoplasty (Lyons), 961 
MEDICAL SOCIETIES: see Societies, Medical 
MEDICINE, 
“Science News’ (ed.), 488 . 
MEDICINE, LEGAL, 
in obstetrics and gynecology (Gordinier), 718 
medicolegal aspects of trauma to the chest (Reiss), 1541 
MENINGIOMA, 
of right cerebral hemisphere, with multiple extracranial 
metastases (Meredith & Belter), 1035 
MENINGITIS, 
virus studies in acute aseptic meningitis and poliomyelitis 
in Louisville: 1956-1958 (Ranzenhofer et al.), 98 
MENTAL DISEASES: see also Psychiatry 
errors in prognosis (Hitchman), 591 
in children; effect of tranquilizers with specific reference 
to meprobamate (Kraft et al.), 179 
recognition of nonepileptic seizures (Ferriss), 1557 
MENTAL HYGIENE, 
mental health in industry (Bedell), (ed.), 361 
MEPROBAMATE, 
effect in children (Kraft et al.), 179 
intoxication; treatment with methyl phenidate (Potyk), 


MICROSCOPY, 
use in hospital laboratory (Peace), 714 
MONILIASIS, 
omens complicated by peritonitis (Maryanov), 


75 
MUSCLES, 
biopsy (ed.), 108 
= effects of brief maximal isotonic exercises (Rose), 
548 
sarcoid involvement of skeletal muscle (Harvey), 697 
use of muscle pedicle cancellous bone grafts (Davis), 24 
MUSTARD: see Nitrogen Mustard 
MYASTHENIA, 
gravis, treatment (Smith et al.), 352 
MYCOSIS, 
superficial and deep mycoses in Cuba (Pardo-Castello & 
Trespalacios), 7 
MYOCARDIAL INFARCT, 
prognosis (McMillan & Myers), 378 
MYOSITIS OSSIFICANS, 
following burns (Boyd, Jr. et al.), 1048 
reactions of soft somatic tissue which may progress to bone 
formation (Gilmer, Jr. & Anderson), 1432 
NEGROES, 
comparative study of coronary disease in Haitian and 
American Negroes (Groom et al.), 504 
racial differences in cardiovascular disease (ed.), 1470 
NEOPLASMS, 
adenomatoid tumors of the epididymis (Glenn), 60 
approved small tumor clinic and related G. P. residency 
(Harrell), 1220 
cancer cells in the circulating blood (Malmgren & Potter), 


cancer detection in practice (Cassel), 151 
carcinoma of the breast (Wilson, Jr. & Wilson), 1383 
— of carcinoma of the skin (Wilson & Mullins), 


chondrosarcoma (Greenberg), 1511 

critical evaluation of Numorphan (Samuels et al.), 207 

dermatomyositis and malignancy (ed.), 

diabetes mellitus secondary to primary carcinoma of the 
head of the pancreas (Green, Jr.), 1211 

embryonal carcinoma of the testes following orchidopexy 
(Jaswon), 576 

epidermoid cysts of testes (Nowlin et al.), 473 

evaluation of radiation therapy of bladder carcinoma 
(Crigler et al.), 1091 

extra-adrenal retroperitoneal ‘‘nonfunctioning’ paragang- 
lioma a et al.), 1368 

lipoma of colon (Nelson & Rogers, Jr.), 767 


malignant meningioma of right cerebral hemisphere, with 
— extracranial metastases (Meredith & Belter), 
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management of radiation injuries to the intestines (Fabri. 
kant et al.), 1186 

nitrogen mustard and adrenocorticotrophic hormone in 
management of patients with incurable carcinoma (Wol- 
cott & Shaver), 1375 

of limbic area of eye (Byers), 932 

ovarian carcinoma; prophylactic use of radioactive gold 
(Weed & Barraza), 278 

plan for the rational treatment of carcinoma of bladder 
(Prout, Jr.), 570 

primary carcinoma of the liver with a report of 
cell sarcoma (Pizzolato & Kistler), 1493" a Kupfer 

responsibility of the physician to patient with advanced 
cancer of the cervix (Thornton, Jr.), 306 

supervoltage program in x-ray therapy (Love et al.), 798 

supervoltage roentgenotherapy in management of cancer 
of the breast (Fletcher & White), 805 

x-ray diagnosis of carcinoma of the breast (Sklaroff et al.), 


1198 
NERVOUS SYSTEM, 
cryptococcosis of the central nervous system treated with 
amphotericin B during pregnancy (Feldman), 1415 
NEUROMYASTHENIA, 
epidemic (ed.), 755 
epidemic (Fraumeni, Jr.), 1192 
NEUROSES AND PSYCHONEUROSES: see also Mental Dis- 
eases 
errors in prognosis (Hitchman), 591 
prochlorperazine in emotionally disturbed, mentally defec- 
tive children (Carter), 174 
the disturbed adolescent (Landis), 1119 
NITROGEN MUSTARD, 
and adrenocorticotropic hormone in the management of 
patients with incurable carcinoma (Wolcott & Shaver), 


1375 
NORETHANDROLONE, 
= a postgastrectomy malnutrition (Hargrove, Jr. et al.), 
NOSE, ‘ 1 
reconsideration of allergy and nasal surge Riggs), 835 
NUMORPHAN, 
critical evaluation (Samuels et al.), 207 
NURSING HOMES, 
an evaluation of nursing homes in a suburban community 
(Peeples et al.), 1454 
NUTRITION, 
problems in industrial workers (Aramburu), 463 
use of norenthandrolone in postgastrectomy malnutrition 
(Hargrove, Jr. et al.), 1182 
OBESITY, 
— of cardiopulmonary function (Cole & Alexander), 


OBITUARIES, 
Underwood, Felix J., 364 
OBSTETRICS, 
forensic medicine (Gordinier), 718 
historical development of obstetric education in the South 
(Monroe), 1142 
incidence and character of staphylococcus aureus from 
nose and rectum of obstetric patients (Hancock, Jr. 
et al.), 1525 
> practice in the South (Raulston & O'Neal), 


prolapse of the umbilical cord (Robertson), 1086 
role of the anesthesiologist (Wilber), 871 
ODDI’S SPHINCTER: see Bile Ducts 
OLD AGE, 
— for surgery of the hip (Danielson & Converse), 


arthritis (Bunim), 1571 
geriatric surgery (Ochsner), 1584 
growing with the years (Bortz), 1568 
management of the elderly cardiac (Denham), 1337 
on or off your rocker (Busse), 1575 
prostheses in rehabilitation of lower extremity amputees 
(Leavitt), 778 
public health aspects (Ferderber & Hammill), 429 
you’re an old timer, so what? (Henderson), 1583 
OPERATING ROOMS, 
bacteria carried by shoes (Casey et al.), 384 
OTITIS MEDIA, 
tympanoplasty class III in teaching mastoidectomy opera- 
tions (Lyons), 
OTOLARYNGOLOGY, 
pediatric problems (Rutledge), 866 
OVARY, 
carcinoma; prophylactic use of radioactive gold (Weed & 
Barraza), 278 
progestational activity of 6-methyl-17-acetoxyprogesterone 
(Greenblatt & Barfield), 345 
PAIN, 
role of the electrocardiogram in the differential diagnosis 
of acute chest pain (James), 1391 
PANCREAS, ne 
diabetes mellitus secondary to primary carcinoma of 
head of the pancreas (Green, Jr.), 121 
pancreatitis, a twelve year review (Weisiger), 988 
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PARAGANGLIOMA, 
extra-adrenal retroperitoneal “nonfunctioning” paragang- 
lioma (Skandalakis et al.), 1368 
PARALYSIS, 
agitans, idiopathic (Park & Hajek-Nichols), 1246 
neuromuscular dysfunction (Gillette), 1227 
PARKINSON’S DISEASE, — 
clinical observations on the relation of muscular rigidity 
and tremor in idiopathic paralysis agitans (Park & 
Hajek-Nichols), 1246 
treatment by pallidotomy (Aronson et al.), 136 
PATHOLOGY, 


phase-contrast microscopy (Peace), 714 
PEDIATRICS, 
broadening horizons in pediatric practice (McLendon) 
(ed.), 488 
PEL 


LAGRA, 
(McLester), (25 Years Ago), 1262 _ 
treatment with certain preparations of liver (Ruffin & 
Smith), (25 Years Ago), 490 
PENICILLIN, 
reaction, use of penicillinase (Thomas), 451 
reactions (Johnston & Cazort), 186 
PENICILLINASE, 
treatment of penicillin reaction (Thomas), 451 
PENIS, 
denuded, plastic repair (Wilson & Wilson), 288 
PEPTIC ULCER, 
anticholinergic anesthesia (Legerton, Jr.), 927 
use of norethandrolone in postgastrectomy malnutrition 
(Hargrove, Jr. et al.), 1182 
PERIARTERITIS, 
nodosa, (Friedberg & Gross), (25 Years Ago), 995 
PERITONITIS, 
complicating bronchopulmonary moniliasis (Maryanov), 


975 
PERTUSSIS: see Whooping Cough 
PHENOTHIAZINE, 
trimeprazine therapy for physiologic and psychologic pru- 
ritus (Avd, Jr. et al.), 1554 
PHYSICIANS, 
employee efficiency and emotional problems of workers in 
industrv (Baird), 
project for the creation of better understanding of psy- 
chiatry bv the general practitioner (Goshen), 30 
the family doctor and industrial medicine (Dix), 739 
“you are younger than you think” (Knotts), 554 
PITUITARY BODY, 
interrelationship between physical and psychic stress in a 
case of Sheehan’s disease (Lichtenberg & Cader), 594 
Sheehan’s syndrome (postpartum  panhypopituitarism) 
(Crenshaw & Campbell), 601 
PLASTIC SURGERY: see Surgery 
PLEURA, 
subpulmonary effusions (Harris et al.), 1363 
PNEUMONOCONIOSIS, 
functional disability in the pulmonary fibroses (McCann 
et al.), (25 Years Ago), 1156 
POLIOMYELITIS, 
clinico-pathologic observations on_ infantile paralysis 
(Cowie et al.), (25 Years Ago), 1471 
followed by arthrodesis of shoulder (Rountree & Rock- 
wood, Jr.), 861 
—" in the post-vaccine era (Riley, Jr. & Batson), 


virus studies in acute aseptic meningitis and poliomyelitis 
in Louisville: 1956-1958 (Ranzenhofer et al.), 98 
PORTAL VEIN, 
management of portal hypertension with bleeding esopha- 
geal varices (DeCamp & Davis), 627 
POSTURE, 
morbidity from common postural faults (Selke, Jr.), 650 
PREGNANCY, 
complicated by acute renal failure (Parker et al.), 251 
cryptococcosis of the central nervous system treated with 
amphotericin B during pregnancy (Feldman), 1415 
hypertension treated with chlorothiazide (Novell & 
. Vaughn), 584 
in latter years of reproductive life (Calk & Cofer), 1078 
pyelonephritis (Getzoff & Fowler), 638 
PROCAINE, 
treatment of procaine amide intoxication (Rodensky & 
Wasserman), 1072 
PROCHLORPERAZINE, 
treatment of emotionally disturbed, mentally defective 
children (Carter), 174 
PROCTOLOGY, 
must (Marks), 401 
uses of the past osser) (ed.), 993 
PROGESTERONE, 
Progestational activity of 6-methyl-17-acetoxyprogesterone 
(Greenblatt & Barfield), 345 
PROSTATE, 
retropubic t i 
PRURILUS, prostatectomy (Molina), 163 
new treatment for pruritus ani (Wilson), 96 
trimeprazine therapy (Ayd, Jr. et al.), 1554 
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PSORIASIS, 
treatment with triamcinolone (Olansky et al.), 342 
in dermatologic therapy (Robinson, Jr. et 
al.), 
PSYCHIATRY, 
and the general practitioner (Goshen), 30 
psychic factors conditioning effects of drugs (Wiedorn, Jr. 
& Davis), 419 
the psychiatric emergency (Cohn), 547 
PSYCHOLOGY, 
trends in industrial psychology (Sorkey), 1128 
PSYCHOTHERAPY, 
role in modern medicine (Williams), 299 
PUBLIC HEALTH, 
aspects of the chronically ill and aging (Ferderber & Ham- 
mill), 429 
physicians and progress (McDaniel), 523 
PYELONEPHRITIS, 
bacilluria and pyelonephritis (ed.), 224 
QUINACRINE, 
treatment of lupus erythematosus (Buchanan, Jr.), 978 
QUINIDINE, 
treatment of procaine amide intoxication (Rodensky & 
Wasserman), 1072 
RADIATION, 
injuries to intestines (Fabrikant et al.), 1186 
prevention of the radiation hazard in diagnostic urology 
(Lich, Jr. & Bumstead), 482 
you, your patients and radioactive fallout (Warren), 1508 
RADIOACTIVITY, 
blood flow determined by the use of radioiodinated serum 
albumin and an externally placed scintillator detector 
(Sevelius & Johnson), 1058 
ovarian carcinoma; prophylactic use of radioactive gold 
(Weed & Barraza), 278 
setting up an isotope laboratory in an average hospital 
(Carroll & Mize), 74 
teletherapy with radioactive cobalt (Cavanaugh), 964 
use of radioisotopes in the clinical study of renal function 
(Boyd et al.), 1 
RADIUM, 
hazards in handling (Weens & Rohrer), 952 
RECTUM, 
benign tumors (Hayes et al.), 484 
detonation of intestinal gas by an electrosurgical unit 
(Zimmerman), 605 
intussusception of the rectal mucosa (Potthast), 1062 
proctosigmoidoscopy as part of the industrial health ex- 
amination (Schwarzmann), 688 
REITER’S DISEASE, 
versus keratosis blennorrhagica sine blennorrhea (Ellis & 
Bereston), 828 
RENOGRAFIN, 
experience with Renografin 60% (Mathews, Jr.), 170 
RESIDENCY, MEDICAL: See Internship and Residency 
RETINA, 
lesions associated with hypercholesterolemia (Brown), 204 


Tietze’s syndrome associated with paroxysmal recurrent 
tachycardia (Jacobs & Conners), 774 
ROENTGEN RAYS, 
diagnosis of carcinoma of the breast (Sklaroff et al.), 1198 
electrostatic generator (Van de Graaff) (Love et al.), 723 
supervoltage roentgenotherapy in the management of can- 
cer of the breast (Fletcher & White), 805 
x-ray treatment of hemangiomas (Wilson), 1355 
ROENTGENOGRAPHY, 
gastrografin; in gastroenterologic diagnosis (Douglas & 
Bailey), 1003 
misleading shadows on chest films (Doyle), 1516 
ROUSE, MILFORD O., 
SMA’s 54th President, 113 
SALIVARY GLANDS, 
labial salivary glands and mucocele of the lip (Cawley & 
Wheeler), 291 
SANATORIA, : 
an evaluation of nursing homes in a suburban community 
(Peeples et al.), 1454 
SARCOIDOSIS, 
of skeletal muscle (Harvey), 697 
SARCOMA, 
chondrosarcoma (Greenberg), 1511 
multi-osseous occurrence of sclerosing type osteogenic sar- 
coma (Mauck & Carpenter), 858 
SCHOOLS, MEDICAL, 
medical education in a university setting (ed.), 616 
the university and the medical school (Youmans), 578 
SCIENCE, 
“Science News” (ed.), 488 
SHEEHAN’S DISEASE, 
interrelationship between physical and psychic stress 
(Lichtenberg & Cader), 594 
syndrome (Crenshaw & Campbell), 601 
SHOCK, 
prevention in anesthesia by use of reticular blockade (Can- 
ter & Jenkins), 456 
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SHOES, 
as potential hazard to surgical and obstetrical patients 
poy et al.), 384 
SHOULDER 
arthrodesis following infantile paralysis in children (Roun- 
tree & Rockwood, Jr.), 861 
SIGMOIDOSCOPY, 
detonation of intestinal gas by an electrosurgical unit 
(Zimmerman), 605 
SKIN, 
caution in acceptance of the new (Lamb) (ed.), 1153 
chemosurgery of carcinoma (Wilson & Mullins), 1241 
diseases, triamcinolone therapy (Olansky et al.), 342 
diseases, triamcinolone therapy (Robinson, Jr. et al.), 330 
ae agents in dermatologic therapy (Noojin et al.), 
powder for diaper rashes (Robinson, 
superficial and deep mycoses in Cuba (Pardo-Castello & 
Trespalacios), 7 
SOCIETIES, MEDICAL, 
the doctor and his state medical association (Kennedy) 
(ed.), 361 
SOUTHERN MEDICAL ASSOCIATION, 
annual meeting (1958), 114, 227 
annual meeting (1959), 756, 1279 (program) 
constitution and by-laws, 1475 
higher standards of excellence (Rouse), 1151 
new councilors, 159 
officers (1958-59), 121, 239, 496, 620, ~~. = 1158, 1267 
President-Elect, Edwin Hugh Lawson (ed.), 223 
presidential address (1958)" —— 219 
Rouse, Milford O., President, 113 
woman’s auxiliary, 242, 1152, 1320 
SOUTHERN STATES, 
historical development of obstetric education in the South 
(Monroe), 1142 
partnership practice of obstetrics (Raulston & O'Neal), 791 
SPINE, 
diagnosis and treatment of injuries to the lumbar inter- 
_ disk of industrial workers (Kirgis & Llewellyn), 


lumbosacral fusion (Morris & Kerr), 542 
— disk; studies with subarachnoid oil (Meredith), 


protrusions of the lumbar disk (Daum et al.), 1479 
SPIROCHETOSIS, 
human leptospiral infection (Ammons et al.), 900 
SPLEEN, 
splenectomy for hypersplenism (Bradham), 1544 
SPONDYLITIS, 
Marie-Strumpell arthritis in twins, complicated by pres- 
ence of duodenal ulcer (Bugel & Alsobrook), 1258 
SPRUE, 
peroral biopsy of the duodenum and jejunum in the diag- 
nosis of the malabsorption syndrome (Posey, Jr. & 
Stephenson, Jr.), 6 
SQUINT: see Strabismus 
STAPHYLOCOCCI, 
disease in infants and children; antibiotic management 
(Yow et al.), 392 
incidence and character of staphylococcus aureus from 
nose and rectum of obstetric patients (Hancock, Jr. 
et al.), 1525 
infection in a nursery (Felton et al.), 387 
7 he Khan of the 1959 microbial world (Paine, 
status of antibiotics in surgical infections (Longacre & 
Burke), 1348 
STEROIDS, 
in treatment of sudden collapse associated with surgery 
(Jackson), 1 
- of diseases of the colon (Patterson & McGivney), 


treatment of rheumatoid arthritis (Williams), 267 
— in dermatologic therapy (Robinson, Jr. et 
al.), 
ergy therapy in Ccrmatologic diseases (Olansky 
et al.), 
STOMACH, 
advantages and application of tubeless gastric analysis 
(Laurens et al.), 
surgical treatment of cardiospasm (Farrar), 609 
STRABISMUS, 
accomodative esotropia (Davis), 158 
STROKE: see Brain 
SUICIDE, 
the suicide problem (Engelhardt et al.), 1536 
SURGERY, 
buccal incision for chin implants (Millard, Jr.), 1371 
geriatric surgery (Ochsner), 1 
status of antibiotics in surgical infections (Longacre & 
Burke), 1348 
use of adrenal steroids in the treatment of sudden col- 
lapse associated with surgery (Jackson), 1380 
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SYNCOPE, 
micturition (ed.), 1154 
micturition (McGee), 1076 
SYPHILIS, 
infectious, epidemiologic study (Soquel et al.), 
premarital serologic testing (Brown & Sunkes), 
Reiter protein complement fixation test ry sy & Bunch 


Jr.), 783 
TACHYCARDIA: see Arrythmia 
TENNESSEE, 
hospital service for the indigent (Sharp, Jr.), 813 
embryonal carcinoma following pareneny (Jaswon), 576 
epidermoid cysts (Nowlin et al.), 4 
maldescent, anterior like in treatment 
(Cohn), (25 Years Ago), 8 
THORAX, 
medicolegal aspects of trauma to the 1541 
misleading shadows on chest films (Doyle), 
role of the electrocardiogram in the diagnosis 
of acute chest pain (James), 1391 
THUMB, 
the injured or abnormal thumb (Murray), 845 
THYROID, 
surgical management of cancer (Thomas, Jr.), 260 
TIBIA, 
multi-osseous occurrence of sclerosing type osteogenic sar. 
coma (Mauck & Carpenter), 858 
TIETZE’S DISEASE, 
(Jacobs & Conners), 774 
TONGUE 
(Nickel & Howell), 371 
TORULOSIS: See Cryptococcosis 
TRANQUILIZERS: see under names of tranquilizers, as Me- 
probamate 
TRAUMA: see Wounds and Injuries 
TRIAMCINOLONE, 
treatment of dermatologic diseases (Olansky et al.), $42 
treatment of psoriasis (Robinson, Jr. et al.), 330 
TRICUSPID VALVE, 
atresia (Cooke & Hernandez), 1016 
TRIGEMINAL NEURALGIA, 
present status of treatment (Echols & Jackson), 1337 
TRIMEPRAZINE, 
antipruritic therapy (Ayd, Jr. et al.), 1554 
TUBERCULOSIS, 
a relationship between initial therapy in pulmonary tu- 
berculosis and treatment failures (Saliba & Beatty), 141] 
TULAREMIA 
(Foshay), (25 Years Ago), 225 
pleuropulmonary (Allison, Jr.), 1019 
TUMORS: see Neoplasms; Sarcoma, and under names of or- 
gans and regions 
25 YEARS AGO, 
anterior pituitary-like principle in the treatment of 
maldescent of the testicle (Cohn), 879 
clinico-pathologic observations on 
(Cowie et al.), 1471 
— disability in the pulmonary fibroses (McCann 
et al.), 
neurologic changes in pernicious anemia (Goldhamer, 
et al.), 1589 
parenteral liver therapy in pernicious anemia (Connery & 
Goldwater), 363 
pellegra (McLester), 1262 
periarteritis nodosa (Friedberg & Gross), 995 
relief of pain in patients with angina pectoris and conges- 
tive failure after ablation of thyroid gland (Weinstein 
et al.), 
symptomatic relief of emphysema by an abdominal belt 
(Alexander & Kountz), 618 
treatment of — with certain preparations of livet 
(Ruffin & Smith), 4 
tularemia (Foshay), 225 
value of control of hookworm disease 
in children (Garrison), 
TYMPANOPLASTY: see Ouitis 
UMBILICAL CORD, 
prolapse (Robertson), 1086 
UNDERWOOD, FELIX J., 
“In Memoriam,” 364 
URETERS, 
cystoscopic removal of stones (McKay & Justis), 1172 
vesicoureteral reflux (Pasquier, Jr. et al.), 
URETHRA, 
female, diverticulum (Wishard, Jr. et al.), 890 
URINARY TRACT, 
calculi (Boyce et al.), 443 
congenital anomalies (Burns), 4 
cystoscopic removal of stones (Mekay & Justis), 1172 
disease in the female (Powell), 526 
experience with Renografin 60% (Mathews, Jr.), 170 
vesicoureteral reflux (Pasquier, Jr. et al.), 967 
URINATION, 
incontinence in the female (Lich, Jr.), 296 
micturition syncope (ed.), 1154 
micturition syncope (McGee), 1076 
bacilluria and pyelonephritis (ed.), 224 
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GY, 

ae of the radiation hazard in diagnostic urology 
(Lich, Jr. & Bumstead), 482 
US, 

en of the endometrium (Pentecost, Jr. & Brack), 
1 


a... cancer; management of radiation injuries to the 
intestines (Fabrikant et al.), 1186 

cervix, cancer; responsibility of the physician (Thornton, 

.), 306 

aan carcinoma; combined treatment (Berry), 678 

cervix, carcinoma; regional lymphnodectomy (Kimbrough), 
674 

cervix, carcinoma; surgery (Kelso), 681 

cervix, cytologic diagnosis of malignancy (Johnson et al.), 


1031 
NS, 
= portal; new method for identifying blood of the portal 
circulation in dogs (Shorey et al.), 1052 
utilization of the short saphenous vein in cut down pro- 
— (Lary), 1427 
ERRUCA, 
' combined systemic and local treatment (Kuhn), 211 
VIRILISM, 
virilizing adrenal hyperplasia (Burke & Liddle), 283 
incidence of certain endemic enteric virus infections in 
Southern Louisiana (Gelfand), 819 
studies in acute aseptic meningitis and poliomyelitis in 
Louisville: 1956-1958 (Ranzenhofer et al.), 98 


VISION, 
optical aids for persons with subnormal vision (Wyckoff 
& Kalil), 1461 
VITAMIN A, 
= systemic and local treatment of warts (Kuhn), 


WARTS: see Verruca 
WHIPPLE’S DISEASE, 

radiographic findings (Blum & Nathan), 1428 
WHOOPING COUGH, 

leukemoid reaction in pertussis (Welsh et al.), 643 
WOUNDS AND INJURIES, 

medicolegal aspects of trauma to the chest (Reiss), 1541 

power lawn mower injuries (McClure, Jr.), 1254 

shotgun wounds of the hand and wrist (Milford), 403 

the injured or abnormal thumb (Murray), 845 

trauma to the duodenum (Mabry), 511 

wringer injuries of the upper extremity (Adams & Fowler), 


798 

WRINGER, 

injuries of the upper extremity (Adams and Fowler), 798 
WRIST, 

shotgun wounds (Milford), 403 
WRITING, 

an editor’s comments (ed.), 1588 

some types of medical papers (DeBakey), 1530 
X-RAYS: see Roentgen Rays 
XYLOSE, 

use of d-xylose in diagnosis of malabsorption (ed.), 1587 


| 
t 
| 
he 


January 1-126 

February 127-250 

March 251-370 
A 

Adams, J. P., 798 

Adan, A., 46 


Adriani, J., 1137 

Alexander, E., Jr., 357 
Alexander, J. K., 435 
Allen, 


Altamirano, R., 1 
Ammons, J., 900 
Anderson, L. D., 1432 
Anderson, W. A. 
Anlyan, W. G., 
Aramburu, T. E., 463 
Aronson, N. a, 136 
Asel, N. D., 515 
Ausherman, H. M., 46 
Ayd, F. J., 1554 
Averst, R., 1031 

B 


Bailey, H. 1003 


Baird, V. C 


Barborka, C. 
Barfield, W. E., 345 
Barraza, D. F., "978 
Barrett, H. V., 35 
Bass, J. A., 387 
Batson, R., 127 
Beatty, O. A., 1411 
Becker, F., = 
Bedell, S. G., 
Belter, L. F., 
Bereston, E. 
Berger, S. M 


839 
Bird, R. M., = he 


Boone, A., 1407 

Bortz, FE. L., 1568 
Bourgeois-Gavardin, M., 53 
Boyce, 443 

Boyd, B 

Boyd, J De 

Brack, B., i90 

Bradham, R. R., 1544 
Breffeilh, L. A., 1249 


Brown, 
Brown, W. 783 
Buchanan, J. 
Buchanan, R. 
Bugel, 


Busse, E. W., 
Byers, J. L., 932 


Cc 


Cader, G., 594 
Caldwell, M. G., 1525 
Calk, G. 7 10 78 
Callahan, A., 1327 
Callaway, J. L., 342 
Campbell, F. B., 1230 


Canter, D., 456 


AUTHOR INDEX 


April 371-498 
May 499-626 
June 627-766 


Carney, H. M., 499 

Carpenter, E. a, 858 
Carroll, G. J., 74 
Carter, C. H., 174 


Cavanaugh, P., 964 
Cawley, E. P., 291 
Cazort, A. G., 

Chapman, S. 1479 
Cofer, O. S., 1078 

Cohn, J. V. 
Cole, V. W., 435 
Conners, J. 
Converse, J. 
Cook, P. H., 342 


Cradic, H., 102 
Craighead, C., 102 
Crawford, E. S., 711 
Creadick, R. N., 1186 
Crenshaw, J. F., 601 
Crigler, C. M., 1091 


Dale, S. C., 207 


Denham, R 1337 
Denny, W. F., 643 
Denny, W. P., 1225 
Dent, S. J., 5 
Derrick, J. R., 


DeVore, w., "723° 


, 16 
Donnelly, , 251 
Dowling, E. 384 
Doyle, O. W., 
Dulaney, A. Di, 1525 


E 
Echols, D. H., 1387 


Eggers, G. W. N., Jr., 1009 


Elliott, R. B., 80 
Ellis, F. A., 828 
Engelhardt, H. T., 1536 
Eversman, G. H., 1479 

F 
Fabian, L. W., 53 
Fabrikant, J. I., 1186 
Farmer, B. L., 1105 
Farnsley, W. G., 725 
Farrar, T., 


Feldman, R., 1415 
Felton, H. M., 387 
Fein, B. T., 851 
Ferderber, M. B., 429 
Ferguson, H., 384 
Ferriss, G. S., 1557 


Fitz-Hugh, G. S., 667 
Fletcher, G. H., 805, 1091 
Floyd, W 

Ford, 


, 40 
Foster, ‘Ww, Jr., 986 


July 767-886 
August 887-1002 
September 1003-1166 

Foster, V. O., *223, *364, *1262 

Fowler, F 

Fowler, R., 638 

Fraumeni, F., 1192 

G 

Galton, M. M., 900 

Garvey, 443 

Gasque, M. R., 309 

Gelfand, H. a 819 

Gelmi, 

Getzoff, P. 638 

Gillette, H. E., 1227 

Gilmer, W. 1432 

Givens, L. aad 

Glenn, J. 

Goshen, C. E., 30 

Goss, A .S., Jr., 439 

Grant, F. W., 5) 


Greenberg, B. 


Greenblatt, 


Grossman, L. A. 


Hajek-Nichols, 
Hammarsten, J 


, 1167 


H 


N., 1246 
887 


Hammill, G. P., 


Hancock, 


Hargrove, M. D., 


J. C. 


Harrell, W. B., 1220 


Harris, E. 
Harris, R. 


Henderson, E., 


Henderson, 
Hernandez, 
Hightower, N. C 


Hill 


Howard, 


W. A. 
Howe, D., 
Howell, F. V., 


207 
371 


Hudicourt, E., 504 


Hurst, 


1606 


ackson, B. B., 


I. J., 102 


J 
1380 


ohnson, C. G., 103i 
ohnson, H. W., 251 
ohnson, P. C., 1058 
ohnston, H. W., 473 
ohnston, T. G., 
ones, E. H., 1067 
ones, D., II, 1485 
Jones, S., 1091 

Justis, H. R., 1172 


In this index are the names of the authors of articles which have appeared in the Journal, 
The * preceding the page reference indicates that the article appeared in the Editorial Section, 
Index of pages by month is as follows: 


October 1167-1396 
November 1327-1478 
December 1479-1610 
K 
Kalil, H. H., 1461 


895 
J 93 
Klapper, M. S., 1113 
ight, J. 
Knotts, E. P., 554 
Kraft, I. A., 179 
Kroll, V. R., 1176 
Kuhn, B. H., 211 
L 
Lamb, J. H., *1153 
Landis, E. E., 1119 


Landman, G. S., 750 
Landreneau, R., 1176 
tame, L., Je. 
C., 912 


G., 
Laurens, H., 
Laurentz, F. K., 199 
Lawrence, 
Leavitt, L. A., “178 
Legerton, C. jr. 927 
LeMaistre, 

wis, R. A 


Lichtenberg, J. D., 594 
Liddle, G. W., 283 
Lipcon, H. 
Lipscomb, H., 16 
Lipton, M. M., 9 
Llewellyn, R. C., 895 
Longacre, A. B., 


Lyons, G. D., 961 
Mc 


McCampbell, S. R., 655 
McClure, J. N., 1254 
McCormick, G. Ne Jr., 342 
McDaniel, 523 
McDaniel, L. i, 1463 
McGee, R. R., 1076 
McGehee, F. O., 1234 
McGivney, J., 423, 1206 
McGovern, W. A., 136 
McHardy, G., 102 
McHardy, R. J., 102 


McIntosh, H. D., 251 
McKay, H. 1172 
McKee, E. E., 
McLaurin, J. Ww. 1125 
McLean, 7 
McLendon, P 488 
McMillan, R. L., 378 
M 
Mabry, E. 
Malmgren, R 1359 
Malone, T. P., wag 
Marcus, I. M., 17: 
Marks, M. M. .» 401 


Maryanov, L., 975 


: 
| 
| 
| 
Kane, J. J., 1407 
oe asey, A. E., 2 Kaufman, M., 1495 | 
A a Casey, J. G., 384 Keller, A. P., Jr., 414 
ee Cassell, C., 151 Kelsey, J. R., Jr., 711 
ee Kelso, J. W., 681 
aoe Allison, F., Jr., 1019 Kennedy, R. B., *361 
Alsobrook, W. L., 1258 Kenyon, N. M., 1052 
Keown, K. K., 702 
Kerr, T., 542 
Kimbrough, R. A., 674 
052° King, R. E., 563 
: Kinnaird, D. W., 920 
1167 
Corssen, G., 1009 
SE Costa, A. I., 467 
Greene, J. A., 16 
36 Griffin, J., 352 
Bale, G. F., 1491 D 
Danielson, H. E., 1152 
avis, C. H., 
Davis, J. B., 24 
Davis, W. D., 627 
eae Davis, W. J. G., 158 1525 
DeBakey, S., 1530 Jr., 1182 
DeCamp, P. T., 627 -- 
Berry, C. D., 678 | | B., 1214 
Helos, Bianco, E. A., 1554 Harvey, J. C., 697 
Harvey, W. P., 531 Lich, 482 
1 Mt 399 edges, H., 72! 
Blum, A., 1 1583 
Blum. 1428 » 1363 
Dizon, F., 98 , 1016 
E., 903 
Se ul, S. A., *615 Love, J., 723 
eer Hirsch, J. E., 1230 Lovell, W., 563 
Hitchcock, P., 702 
Hitchman, I. L., 591 
Hogg, A., 384 
| oa: Hohman, L. B., 1449 
Horton, G. E., 912 
Bunim, J. J., 1571 
Burke, E., 1348 
H. 
urns, E., 
Burr, 484 | 
Jackson, H. P., 147 
Jackson, J. D., 1387 
Jacobs, J. E., 774 
James, T. N., 1391 
ae Jaswon, N., 576 
i: Jenkins, M. T., 456 
Figares, E., 68 
Campbell, J. H., 967 
Campbell, J. G., 1230 


inal. 
ction. 


67-1326 
27-1478 
79-1610 


VOLUME 52 


Mathews, P. W., "ait" 170 


Mavwell, V. B., 1454 
Melton, T., 484 


. W., 900 
j. M., 


a, H. 
W. H., 1052 
Milford, L., 40 
Millard, D R., Jr., 
Miller, G. 5 
Miller, L., 1091 
Mize, H., 7: 


Monroe, R. F., 1142 


Montgomery, C. H., 199 


Moore, L., 1198 


Myers, W. S., 378 
N 
Nathan, H., 1428 


Noojin, R. 1105 
Norfleet, C. M., a 


ou M. H. 
Novell, A., 584 
Nowlin, P. , 473 


Oo 


Ochsner, A. J., II, 958, 


Ong, B. H., 1454 
Osment, L. S., 1105 


P 


Packer, J. M., 1363 
Paine, T., Jr., 1343 
Pardo-Castello, V., 7 
Park, H. W., 1246 
Pare, J. W., In, 851 
Parker, R. 251 
Parks, R. E., 1052 


Raggio. 1125 


AUTHOR INDEX 


Saliba, A., 1411 
Samuels, M. L., 207 
Sanders, G. B., 920 
Saravia, A., 1182 

Sayre, M., 352 

Schabel, F. ag Jr., 384 
Schulhofer, E + 179 
Schull, L. G., 143 


Simmons, J., 384 
Skandalakis, J., 1368 
Sklaroff, Db. M., 1198 


Soquel, J. A., 199 
Smith, A. B., 1479 
Smith, G. » 352 
Smith, H. 
Smith, J. A., 559 
Sorkey, H., 1128 
Spies, T. D., 984 
Starr, L. E., 900 
Stehlin, J. S., 207 
igman, A. J., 
Steiner, L., 11 
Stephen, C. R., 


53 
Stephenson, S. L., Jr., 691 
Stickley, J. H., 936 
Stone, R. E., 984 
Storer, H. 
Stough, D. B., 1 
A. 1031 
Sunkes, E. J., 
Sutton, R. L., Jr., 515 
Swander, D. V., 
Swinny, B., 1468 


Tartell, P., 1041 

Texter, E. C., Jr., 936 
Thomas, C. Jr., 260 
Thomas, J. W., 451 
Thornton, W. N., Jr., 306 
Trespalacios, F., 7 


Vantrappen, G., 936 


1607 
Vaughn, E., 584 
Vincenzi, R., 1368 
Ww 

Walker, A. E., 136 
Walker, J. W., 1479 
Warkentin, J., 1418 
Warren, S., 1508 
Wasserman, F., 1072 
Weaver, N. K., 214 
Webb, C., 504 
Webb, C., 1137 

eed, J. C., 278 
Weens, H. S., 952 
Weisiger, B. B., 988 

elsh, J. D., 643 
West, K. M., 655 
West, W. K., 219 
Westrope, M., 147 
Wheeler, C. E., 291 
Whitaker, C. A., 1418 
White, E. C., 80 
Wiedorn, W. S., Jr., 419 
Wilber, S. A., 371 
Willard, C. Y., 387 
Williams, G. T., 267 
Williams, L., 299 


Wilson, C. C., 96 


Wilson, F. C., 1383 
Wilson, F., Jr., 1383 
Wilson, H., 274 
Wilson, M. C., 288 
Wilson, W., 179 
Wilson, W. P., 1449 
Wilson, W. W., 1355 
Wishard, W. N., Jr., 890 
Wolcott, M. W., 1375 
Wright, A. D., 1105 
Wyckoff, W. H., 1461 


Youmans, J. B., 578 
Yow, M. D., 392 


Zieve, L., 903 
Zimmerman, K., 605 
Zullo, L., 1554 


Pasquier, C. M., Jr., 967 
Patterson, M., 423 { 
Paul, J. R., Jr. 734 
Peace, R. J., 714 : 
Pean, V., 504 
Peeples, W. J., 1454 if 
, 1035 Pentecost, M. P., Jr., 190 I 
0 Perret, J. T., 214 ' 
Phillips, S., 912 Schwarzmann, J. W., 688 i 
Pierce, C. M., 1520 Seabury, J. H., 1176 i 
1371 Pizzolato, P., 1423 Selke, O. O., Jr., 650 ‘ 
Poer, D. H., 1368 Sell, S. H. W., 1028 7 
Posey, E. L., Jr., 691 Sevelius, G., 1058 f 
Potter, J. F., 1359 Sharp, W. K., Jr., 813 P 
7 Potthast, O. J., 1062 Shaver, W. A., 1375 ‘ 
Potyk, D., 1148 Sherman, M., 632 : 
Powell, N. B., 526 Shorey, W. K., 1052 ‘ 
Prout, G. R., Jr., 570 po 
Morgan, L. A., 1 
Morris, H. D., 542 | 
Mullins, J. F., 1241 
rray, R. A., 845 
azenhofer, F. R., 98 
Raskin, J., 330 
791 
eiss, J. 
Nelson, W. A., 707 Richard, 9928 if 
Nice, M. 659 Riddell, D. H., 1167 
Nickel, W. R., ; Rieser, C., °753 uson, C. J., 1241 
Nickey, L. N., 392 Riggs, R. H., 835 Wilson, C. L., 288 
Riley. 127 
Roberts, W. 1048 
Robertson, W. H., 1086 
Robinson, H. M., 330 i 
Robinson, H. M., Jr., 1421 
i Robinson, R. C. V., 330 . 
Rockwood, C. A., Jr., 861 ; 
Redendty, P. 1072 
F ogers, J. V., Jr., 
Rohrer, R. H., 953 
Olansky, S.,_342 Rook, F. W., 1111 
1 Rose, D. L., 1548 : 
Rosser, C., *993 
Rountree, C. R., 861 : 
Rudner, H. G., Jr., 1491 a : 
Ruffin, J. M., 1182 
Rumble, L., Jr., 839 
Rutledge, L. J., 866 ‘ 
S 
- Salem, M. E., 1100 
2 
4 
8 
55 
342 
63 : 
34 
36 
1 
25 | 
| 
359 | 


1608 


Continued from page 1596 


has been elected to the Executive Committee of the 
District of Columbia Chapter of The National Foun- 
dation. 

Dr. Charles Farwell, an associate member of the 
Medical Society, has been elected to the Board of 
Directors of the Montgomery County Planned Parent- 
hood League. 

Dr. Eugene Vance Jobe has joined the American 
Medical Association as a Medical Liaison Representa- 
tive in the AMA’s Washington office. 

Dr. Austin Smith, President of the Pharmaceutical 
Manufacturers Association, is the new President of 
the American Medical Writers’ Association. He has 
also accepted appointment to the National Advisory 
Council of the Student American Medical Association. 


FLORIDA 


Governor LeRoy Collins has reappointed Drs. John 
T. Benbow, Chattahoochee, and William M. C. Wil- 
hoit, Pensacola, as members of the Council on Mental 
Health. 

Governor Collins has appointed Dr. Jere W. Annis, 
Lakeland, a member of the State Welfare Board. 

Dr. Hugh M. Hill has been appointed Assistant 
Professor of Obstetrics and Gynecology at the College 
of Medicine, University of Florida, Gainesville. 

Dr. Stanford Cobb, Miami, presented a paper at 
the Cape Cod Hospital, Hyannis, Massachusetts, and 
at the Albany Medical Center, Albany, New York. 

Dr. Chester Cassel, Chairman of the Professional 
Education Committee of the Dade County Unit of 
the American Cancer Society presented a paper at 
the Southeastern Missouri Cancer Seminar at Cape 
Girardeau, Missouri. 

Dr. Joseph H. Lucinian, Coral Gables, attended the 
Ninth International College of Radiology in Munich, 
Germany. 

Dr. William J. Clough, Tarpon Springs, has been 
on an extended trip through France, Italy, Switzer- 
land and Austria and he took postgraduate work at 
the American Medical Hospital in Vienna. 

Dr. Francis W. Glenn, Coral Gables, and Dr. Lee 
J. Cordrey and Dr. Joseph J. Ruskin, Tampa, partici- 
pated in the program of the 20th annual meeting of 
the American Fracture Association in New Orleans. 

Dr. J. Brown Farrior, Tampa, addressed the 25th 
Postgraduate Medical Assembly of South Texas in 
Houston. 

Dr. Robert L. Tolle, Orlando, President of the 
Orange County Medical Society, announced that the 
1960 Southeastern States Cancer Seminar will be held 
in Orlando. 

Dr. Emmet F. Ferguson, Jr., Jacksonville, repre- 
sented the Jacksonville Area Chamber of Commerce 
in Moscow. 

Participating as members of the panel for discussion 
of poliomyelitis at a recent public meeting in Pensa- 
cola were Dr. Egbert V. Anderson, Pensacola, and 
Dr. Clarence M. Sharp, Jacksonville. 

Dr. Leon S. Eisenman, Hialeah, has been re-elected 
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President of the Dade County Academy of General 
Practice. Other officers include Dr. Daniel Kindler, 
Miami, Vice-President; and Dr. George B. Paxton, Jr, 
Miami, Secretary. 

Dr. Jere W. Annis, Lakeland, has been appointed 
as a member of the Medical Advisory Committee of 
the Vocational Rehabilitation Division, Florida State 
Department of Education.. 

Dr. Harriette E. Gillette, Gainesville, has been 
elected Secretary of the American Academy of Physical 
Medicine and Rehabilitation. 

Dr. Harold O. Hallstrand, Miami, has been elected 
a Vice-President of the United States Section of the 
International College of Surgeons. 

Dr. Willard Machle, Sr., Boca Raton, has been ap- 
pointed North American Chairman of the committee 
which will organize and conduct the program of the 
Section on Industrial Medicine and Surgery for the 
35th Anniversary Congress of the Pan American Medi- 
cal Association, May 2-11, 1960, in Mexico City. 

New officers have been elected by the Greater 
Miami Society of Psychiatry and Neurology. Dr. Fred- 
erick LeDrew is President; Dr. William Corwin, Vice. 
President; and Dr. Irwin S. Jacobs, Secretary-Treasurer, 


GEORGIA 


Dr. C. E. Powell, Swainsboro, has been appointed a 
Lieutenant Colonel of the Governor’s Staff by Gover- 
nor Ernest Vandiver. 

Governor Vandiver appointed Dr. H. Wilder Smith, 
Swainsboro, an Admiral of the Georgia Navy. 

Dr. Ernest F. Daniel, formerly of Augusta, has been 
added to the Specialists on the Medical Staff at Phoebe 
Putney Hospital in Albany. 

Dr. H. E. Weems, Jr., Perry, has been elected Chief 
of Staff of the new Houston County Hospital. 

Dr. W. Harvey Howell, Cartersville, has been elected 
President of the Cartersville Rotary Club. 

Dr. E. D. Colvin, Atlanta, has been elected Vice- 
President of the American Association of Obstetricians 
and Gynecologists. 

Dr. James H. Arnold, Newnan, has been selected to 
fill a vacancy on the Coweta County Hospital Au- 
thority. 

Dr. John E. Beck, Decatur, is giving up his private 
practice to accept a position as Regional Medical Di- 
rector for Pfizer Laboratories in New York City. 

Dr. W. T. Ariail, Cornelia, has been elected Vice- 
President of the Southern Endocrinology Society. Dr. 
Ariail is a Past President of the group. 

Drs. J. H. Nicholson, W. C. McGeary, Jr., and E. R. 
Leverett have been elected officers of the newly formed 
Medical Staff of Morgan Memorial Hospital. 

Dr. Maxwell R. Berry, Atlanta, has been appointed 
to fill a vacancy on the Board of Trustees of the 
American College of Gastroenterology. 


KENTUCKY 


Dr. J. Alex Haller, the first Price Fellow in surgical 
research, and Dr. Marvin Murrary, new Clinical Di- 
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rector of Laboratories at General Hospital and Assist- 
ant Professor of Pathology at the medical school, have 
recently joined the faculty of the University of Louis- 
ville School of Medicine. 

Dr. Charles N. Tarkington, a native of Moreland, 
has joined the Lexington Clinic Staff where he will 
limit his practice to obstetrics and gynecology. 

Dr. Norbert J. Weber, a native of Ohio, has joined 
the Surgical Staff of the District 2 State TB Hospital 
in Louisville. 

Dr. Lon William O’Bannon has joined the Elizabeth- 
town Clinic where he will limit his practice to internal 
medicine. 

Captain James B. Carty, Richmond, a graduate of 
the University of Louisville School of Medicine, has 
been appointed Commander of the Air Force 337th 
TAC Hospital at Shaw Air Force Base, S. C. At 29, he 
is one of the youngest hospital commanders in the 
Air Force. 

Dr. Paul E. Davis, Jr., has been named Chief of the 
Outpatient Department at Weatern State Hospital in 
Hopkinsville. 

Dr. Millard A. Shepherd, located presently in Somer- 
set, will serve as Health Officer for Pulaski, McCreary, 
and Laurel counties. 

Dr. Jack A. Checter has joined the staff of Jewish 
Hospital in Louisville, where he will limit his practice 
to anesthesiology. 

Dr. William F. Hohn has been assigned to work for 
two years in venereal disease programs in Kentucky 
by the U. S. Public Health Service. 

Dr. H. L. McPheeters, Louisville, Kentucky Mental- 
Health Commissioner, has been named to a 12-member 
committee on planning for mental-health facilities 
throughout the nation. 

Dr. Arvids H. Klavins, a native of Latvia, has joined 
the staff of the Central State Hospital in Lakeland. 

Dr. Oliver M. Reynolds, Louisville, who has been in 
general practice for 50 years, received the President's 
award at commencement exercises of Meharry Medical 
College in Nashville in the form of a gold-plated 
plaque inscribed to “Dr. Oliver M. Reynolds for 50 
years of service o mankind.” 

Dr. Waler C. Shea, Jr., has joined the staff of May- 
field Hospital and Clinic in Mayfield as a general 
practitioner. 

Dr. Daniel G. Lareau recently joined the Henderson 
Clinic, Henderson. 

Dr. William R. Willard, Lexington, Dean of the 
University of Kentucky College of Medicine, is 
among nineteen of the nation’s leading scientists who 
will meet with the AMA’s Board of Trustees and staff 
executives. 

Dr. A. Clayton McCarty, Louisville, has been elected 
Vice-President of the American Geriatrics Society and 
also named to the four-man Advisory Council of the 
Society. 

Dr. Joseph R. Bolton, a native of Hazard, has 
started practicing general surgery in Paris. 

Dr. Irvin Abell, Jr., Louisville, has been installed 
as President of the Kentucky State Medical Associa- 
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tion. Dr. Richard G. Elliott II, Lexington, was elected 
President-Elect and will take office at the 1960 annual 
meeting. Other officers elected were: Dr. David M. 
Cox, Louisville, Dr. William O. Preston, Lexington, 
and Dr. Rex E. Hayes, Glasgow, Vice-Presidents. Dr. 
Woodford B. Troutman, Louisville, was re-elected 
Secretary, and Dr. Delmas M. Clardy, Hopkinsville, 
was re-elected Treasurer. Speaker for the House of 
Delegates is Dr. Sam A. Overstreet, Louisville. 

Dr. Leland Payton, Lynch, has been named General 
Practitioner of the Year by the Kentucky State Medical 
Association. 


LOUISIANA 


Dr. Jack Wickstrom, Professor of Orthopedics at 
Tulane School of Medicine, was elected to member- 
ship in the American Orthopedic Association. 

Dr. William B. Wendel, Professor of Biochemistry 
and Chairman of the Department at Tulane School 
of Medicine, has been appointed a member of the 
Test Committee for Biochemistry of the National 
Board of Medical Examiners, 

Newly appointed faculty to the Louisiana State 
University School of Medicine are as follow: Drs. 
Bertram Albert Glass, Instructor in Surgery; Edgar 
Bernard Johnwick, Clinical Assistant Professor in Der- 
matology; Nathan Leonard Kern, Clinical Instructor 
in Pediatrics; William Joseph Perret, Instructor in 
Dermatology; George Albert Pettit, Instructor in Medi- 
cine; Frances Bass Pizzolato, Clinical Instructor in 
Obstetrics and Gynecology; Herbert B. Rothschild, 
Clinical Assistant Professor in Pediatrics; José Emique 
Torres, Instructor in Obstetrics and Gynecology; Ru- 
dolf Ernest Wilhelm, Instructor in Medicine; Eve 
Vail, Clinical Instructor in Psychiatry; Maija Liisa 
Wilska, Instructor in Microbiology; John Claiborne 
Floyd, Jr., Instructor in Medicine; James Edgar Hand, 
Instructor in Medicine; William H. Meyer, Clinical 
Assistant Professor in Medicine; Vincent Culotta, Clini- 
cal Assistant Professor in Obstetrics and Gynecology: 
Norma Kearby, Clinical Instructor in Otorhinolaryn- 
gology; Henry Leidenheimer, Instructor in Obstetrics 
and Gynecology; Quentin C. DeHaan, Clinical In- 
structor in Obstetrics and Gynecology; Nelson D. 
Holmquist, Assistant Professor in Pathology; Ronald 
Wm. McNichol, Clinical Instructor in Psychiatry and 
Neurology; Sally Synder, Instructor of Anthropology 
in Psychiatry and Neurology; and Armant Charles 
Touchy, Clinical Instructor in Obstetrics and Gyne- 
cology. 

Dr. Arthur Neal Owens, New Orleans, has been 
elected First Vice-President of the United States Sec- 
tion, International College of Surgeons. 

The Louisiana Academy of General Practice held 
its Thirteenth Annual Scientific Assembly in October 
in Baton Rouge. 

The twenty-third annual meeting of the New Or- 
leans Graduate Medical Assembly will be held March 
7-10, 1960, at the Roosevelt Hotel. 

Dr. Henry H. W. Miles has been elected Director 
of the New Orleans Psychoanalytic Training Center. 
Other officers are as follow: Dr. Irwin M. Marcus, 
Chairman, Education Committee; Dr. William C. 
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Thompson, Secretary-Treasurer; Dr. Robert M. Gil- 
liland, Director of the Psychotherapy Clinic; and Mrs. 
Yvonne Christensen, Executive-Secretary. 


Dr. John P. Fox, Professor of Epidemiology at the 


Tulane School of Medicine, has been appointed to the 


Vaccine Advisory Committee of the National Foun- 
dation. 


Dr. Isadore Dyer, Professor of Obstetrics at the 
Tulane School of Medicine, has been installed as 
President of the Central Association of Obstetricians 


and Gynecologists. 
Dr. Morton L. Enelow, Assistant Professor of Clini- 


cal Psychiatry at the Tulane School of Medicine, was 
elected to the United States Committee of the World 


Federation for Mental Health by the Governing Coun- 
cil of that organization. 


Dr. Ralph V. Platou, Professor and Chairman of 
the Department of Pediatrics at the Tulane School of 


Medicine, has been elected President of the American 
Board of Pediatrics. 


Drs. Bill Dean Clem and Eric Thomas Brown have 


both been appointed Clinical Instructors in the De- 
partment of Psychiatry in the Louisiana State Univer- 
sity School of Medicine. 

Drs. Robert Azar and J. William Rosenthal, both 
of New Orleans, were elected Fellows of the Inter- 
national College of Surgeons. 

Dr. Clotilde Jacquet, Morgan City, was made an 
Emeritus Member of the American Medical Women’s 
Association. 

Dr. Justillien H. Foret, New Orleans, was appointed 
Medical Director of DePaul Hospital. 

Three members of the Orleans Parish Medical So- 
ciety have been elected to office in the American Col- 
lege of Gastroenterology. Dr. Louis Ochs is First Vice- 


President; Dr. Murrell Kaplan, Member of the Board 
of Trustees; and Dr. William Fisher, District Governor 


for the State of Louisiana. 


The Greater New Orleans Cancer Association, Inc., 
has elected Dr. Joseph V. Schlosser as President. Other 
members of the Orleans Parish Medical Society elected 


were: Dr. A. J. McComiskey, Second Vice-President; 


Dr. Russell L. Holman, Secretary; Drs. Samuel Nadler, 
Don L. Peterson, John H. Seabury, B. G. Taylor, L. 
Sidney Charbonnet, Jr., Ralph Hartwell, John Men- 
ville, Walton R. Akenhead, William Arrowsmith, J. 
Theo Brierre, Lawrence H. Strug, William W. Frye, 
Walter E. Levy, E. Perry Thomas, Norman S. Gilbert, 
Oscar Creech, Jr., and Clifford Grulee, Members of 


the Board. 


MARYLAND 


Dr. Adoracion Tanega, Baltimore, is the newly ap- 
pointed Director of the Western Health District Men- 


tal Hygiene Clinic for Children. 


Newly appointed Chief of the Division of Mental 


Hygiene Research is Dr. Allan Goldfarb, Baltimore. 


Dr. Mark V. Ziegler, Baltimore, has been recently 
appointed Assistant Commissioner of Health for Pre- 


ventive Medicine. 
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Dr. John L. Pitts, Baltimore, has been appointed Dj. 
rector of the Bureau of Child Hygiene in the City 
Health Department. 

Named to the Board of the Maryland Society for the 
Prevention of Blindness are the following: Drs, Eq. 
ward Davens, Angus L. MacLean, Howard A. Nagquin, 
Arnall Patz, Frederic M. Reese, and William H. RF, 
Warthen, all of Baltimore. 

Dr. Jacob H. Conn, Baltimore, has been elected 
President of the National Society for Clinical and Ex. 
perimental Hypnosis. 

Dr. Milford H. Sprecher, Elkton, has been presented 
a citation for outstanding service to cancer research 
by the Maryland Cancer Group. 

Dr. Perry F. Prather, Baltimore, has been named a 
member of the National Advisory Committee on Hos. 
pitals and Clinics. 

Dr. Frank W. Baker, Jr., Baltimore, has been certi- 
fied by the American Board of Obstetrics and Gyne- 
cology. 

The fifth annual meeting of the Maryland Public 
Health Association was held in Easton in October. 

Dr. F. H. Butt, a native of Pittsburgh, has joined 
the medical staff of Cumberland’s Memorial Hospital, 
This marks the first time in the medical history of 
Allegany County that an anesthesiologist has been 
employed full-time by a hospital. 

Dr. Ruth Peachy, who formerly practiced in Grants- 
ville, has been appointed to the staff of the West 
Chester Division of New York Hospital. 


MISSISSIPPI 


Corinth and the Northeast Medical Society honored 
the State Medical Association President, Dr. Stanley 
Hill, when the Northeast Medical Society met in Cor- 
inth for its quarterly meeting in September. 

Two new pathologists have joined the staff of the 
University Medical Center in Jackson. Dr. Joel 6. 
Brunson was named Professor of Pathology and Chair- 
man of the Department and Dr. Robert R. Gatling, 
Associate Professor. 

Dr. R. J. Moorhead, Yazoo City, was installed a 
President of the Mississippi Academy of General Prac- 
tice. The new President-Elect is Dr. Tom H. Mitchell, 
Vicksburg. Other new officers include: Dr. F. C. Mas 
sengill, Brookhaven, Vice-President; Dr. John R. Bane, 
Jackson, renamed Secretary-Treasurer; Dr. William 
E. Lotterhos, Jackson, re-elected delegate to the Amen- 
can Association; and Dr. A. V. Beacham, Magnolia, 
renamed Alternate Delegate. District Directors elected 
were: Dr. E. L. Bolton, Biloxi; Dr. Massengill, Brook- 
haven; Dr. Guy T. Vise, Meridian; Dr. Byron A. 
Mayo, Drew; and Dr. John C. Powell, Senatobia. 


MISSOURI 


Dr. David Littauer, St. Louis, Executive Director of 
Jewish Hospital, has been renamed Chairman of the 
Committee of Care of the Chronically Ill and of the 


Continued on page 62 
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when you see 
Signs of 
anxiety-tension 
specify 


D 
a tal dihydrochloride 


brand of thiopropazate dihydrochloride 


for rapid relief of anxiety manifestations 


You will find Dartal outstandingly beneficial 
in management of the anxiety-tension states 
so frequent in hypertensive or menopausal 
patients. And Dartal is particularly useful 
in the treatment of anxiety associated with 
cardiovascular or gastrointestinal disease, or 
the tension experienced by the obese patient 
on restricted diet. You can expect consistent 
results with Dartal in general office practice. 


with low dosage: Only one 2, 5 or 10 mg. tablet 
t.i.d. with relative safety: Evidence indicates Dartal 
is not icterogenic. 


Clinical reports on Dartal: 1. Edisen, C. B., and Samuels, 
A.S.: A.M.A. Arch. Neurol. & Psychiat. 80:481 (Oct.) 1958. 
2. Ferrand, P. T.: Minnesota Med. 41:853 (Dec.) 1958. 
3. Mathews, F. P.: Am. J. Psychiat. 114:1034 (May) 1958. 
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When ke sees it 
on Tablet.of Quinidine Sulfate: 
he has the assurance that 
the Quinidine Sulfate is produced 


from Cinchona Bark, is alkaloidally 


standardized, and therefore of. 


“When the writes. 
(Davies, Rosé) on his prescriptions . 
tor Tablets Quinidine Sulfate, he 
~ “assured that this “quality” tablet: 
‘dispensed to his Patient. 


Re ‘Tablets Ouinidine Sulfate: Natural: 
0.2 Gram (or 3 grains) 
Davies, Rose 


Clinical samples sent to physicians on request 


Davies, Rose & Company, Limited 
Boston Mass. 


DECEMBER 1959 


to worms 


VERMIZINE eliminates pinworms and roundworms wit: 
out alienating the patient. Its delicious strawberry flaw 
spells ‘‘umm!’’ for the patient, and its piperazine gu 
conate content spells sudden death for unwante: 
parasites. 


VERMIZINE is virtually nontoxic, well tolerated, hig) 
effective and economical. There are no contraindic: 
tions at normal dosage. Try it in your next ‘‘wormy” cast 


Formula: Each cc. contains piperazine gluconate, equ: 
alent to piperazine hexahydrate 100 mg. 


Supply: Bottles containing pints and gallons. 


CHICAGO PHARMACAL COMPANY 


CHICAGO, ILL. . SAN FRANCISCO, CALIF. 
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If he needs nutritional support... 


he deserves 


Vitamin-Mineral Supplement Lederle 


CAPSULES—14 VITAMINS—11 MINERALS 


LEDERLE LABORATORIES, a Division of Leer) 
AMERICAN CYANAMID COMPANY, Pearl River, New York 


What is the diagnosis... 


Mrs. X, age 35—physical findings negative. 


Complaints: Constipation, alternating with periods of diarrhea, 
tenesmus, flatulence, colicky pains, easy fatig- 
ability, anorexia, periodic dull headaches and 
muscle pains. 


Many times these symptoms point to E. histolytica, the parasite 
most often misdiagnosed,! and far more prevalent than gener- 
ally suspected.?.3.4 


Accurate diagnosis of arnebiasis can be made with the MOAN 
TEST on a single 5 cc. blood sample. More dependable than 
fecal examination; no special laboratory equipment or training. 


—Dew, R.: S. Afr. Med. J. 
Write for descriptive literature: 
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85 Lansdowne Avenue *« Lansdowne, Penna. . Rinehart, R.E., pon: North- 
west Med. 54:708 (July, 1955) 
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Case Profile* f 
A 28-year-old married woman, a secre- or dysmenorrhea 


tary in a booking agency, complained of and premenstrual tension 
severe and consistent pain and cramps 
in the abdomen during her menstrual 
periods. Psychologically, she described 
the first two days as “climbing the walls.” 
Menarche occurred at age 13. She has a 
regular twenty-eight day menstrual 
cycle and a four day menstrual period. 

Yrancopal was given in a dose of 100 
mg. four times a day for the first two 
days of the four day period. In addition 
to the relief of the dysmenorrhea she also 
noticed disappearance of a “bloated feel- 
ing” that had previously annoyed her. 
She has now been treated with Trancopal 
for one and one-half years with excellent 
results. Other medication, such as codeine 
or aspirin with codeine, had relieved the 
pain, but the patient had had to stay 
home. Because her father is a physician, 
many commercial preparations had been 
tried prior to Trancopal, but no success 
had been achieved. 

Before taking Trancopal this patient 
missed one day of work every month. For 
the past year and a half she has not 
missed a day because of dysmenorrhea. 
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THE FIRST TRUE ”TRANQUILAXANT” 


| 


Case Profile* 


A 42-year-old truck driver and mover 
injured his back while moving a piano. 
The pain radiated from the sacral region 
down to the region of the Achilles tendon 
on the right side. X-rays for ruptured 
disc revealed nothing pertinent. The day f 
of the injury he was given Trancopal im- | 
mediately after the physical examina- 
tion. Although 100 to 200 mg. three times 
a day were prescribed, the patient on his 
own responsibility increased the dosage 
of Trancopal to 400 mg. three times a 
day. This dosage was continued for three 
days and then gradually reduced over a 
ten day period. During this time, the pa- 
tient continued to drive his truck. The 
muscle spasm was completely controlled 
and no apparent side effects were noted. 

For the past six months, the patient 
has continued to take Trancopal 100 to 
200 mg. as needed for muscle spasm, par- 
ticularly during strenuous days. 


for low back pain 


*Clinical Reports on file at the Department 
of Medical Research, Winthrop Laboratories. 


Turn page for complete listings of Indications and Dosage. 
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potent MUSCLE RELAXANT 


effective TRANQUILIZER 
e In musculoskeletal disorders, effective in 91 per cent of patients.! 
e In anxiety and tension states, effective in 89 per cent of patients.! 
e Low incidence of side effects (2.3 per cent of patients). Blood 
pressure, pulse rate, respiration and digestive processes are 
unaffected by therapeutic dosage. It does not affect 
the hematopoietic system or liver and kidney function. 
e No gastric irritation. Can be taken before meals. 
e No clouding of consciousness, no euphoria or depression. 


Indications ! 


Musculoskeletal: 


Low back pain Fibrositis 

(lumbago, etc.) Ankle sprain, tennis 
Neck pain (torticollis) elbow 
Bursitis. - Myositis 
Rheumatoid arthritis Postoperative muscle 
Osteoarthritis spasm 


Dise syndrome 


Psychogenic: 

Anxiety and tension 
states 

Dysmenorrhea 

Premenstrual tension 

Asthma 

Angina pectoris 

Alcoholism 


Now available in two strengths: 
j Trancopal Caplets®, 
a 100 mg. (peach colored, scored), bottles of 100. 


Trancopai Caplets, 


NEW 
STRENGTH > citi) 200 mg. (green colored, scored), bottles of 100. 


Dosage: Adults, 100 or 200 mg. orally three or four times daily. Relief of symptoms occurs 
in from fifteen to thirty minutes and lasts from four to six hours. 


e 
LABORATORIES 
New York 18, N. Y. 


References: 1. Collective Study, Department of Medical Research, Winthrop Laboratories. 
2. Lichtman, A. L.: New developments in muscle relaxant therapy, Kentucky Acad. Gen. 
Pract. J. 4:28, Oct., 1958. 3. Lichtman, A. L.: Relief of muscle spasm with a new central 
muscle relaxant, chlormezanone (Trancopal), Scientific Exhibit, Meeting of the Inter- 
national College of Surgeons, Miami Beach, Fla., Jan. 4-7 
evaluation of a new muscle relaxant (chlormethazanone), 
July, 1959. 5. Mullin, W. G., and Epifano, Leonard: Chlormezanone, a tranquilizing 
agent with potent skeletai muscle relaxant properties, Am. Pract. Digest Treat. 10:1743, 
Oct., 1959. 6. Shanaphy, J. F.: Chlormezanone (Trancopal) in the treatment of dys- 
menorrhea; a preliminary report, Current Therap. Res. 1:59, Oct., 1959. 


Trancopa! (brand of chlormezanone) and Caplets, trademarks reg. U.S. Pat. Off. 1408M Printed in U.S.A. 


, 1959. 4. Ganz, S. E.: Clinical 
J. Indiana M. A. 52:1134, 


| 
? 
fle: 
3 
4 


VOLUME 52 SOUTHERN MEDICAL JOURNAL 53 


from all points... growing evidence favors 


FUROXONE 


brand of furazolidone 


a Pleasant-flavored Liquip, 50 mg. per 15 cc. (with kaolin and pectin) = Convenient TABLETS, 
100mg. ® Dosage—400 mg. daily for adults, 5 mg./Kg. daily for children (in 4 divided doses). 


S WIFT RELIEF OF SYMPTOMS 


E srecrive GONTROL OF “PROBLEM PATHOGENS 
(no a resistance develops to this wide-range bactericide) 


Weu TOLERATED, VIRTUALLY NONTOXIC 


j 
Norma (BALANCE OF INTESTINAL FLORA PRESERVED 
(no monilial or staphylococcal overgrowth) 


From a Large Midwestern University: FUROXONE Controls Antibiotic- 
Resistant Outbreak. An outbreak of bacillary dysentery due to Shigella sonnei was success- 
fully controlled with FUROXONE after a broad-spectrum antibiotic had proved inadequate. Cure 
rates (verified by stool culture) were 87% with Furoxone, 36% with ch] sramphenicol. Only 
FUROXONE “failures” were those lost to follow-up. Chloramphenicol failures subsequently treated 
with FUROXONE responded without exception. FUROXONE was also used effectively as prophylaxis 


and to eliminate the carrier state. It was “extremely well tolerated in all 191 individuals who 
received it either prophylactically or therapeutically.” 


Galeota, W.R., and Moranville., B. A.: Student Medicine (in press) 


“HE NITROFURANS—A UNIQUE CLASS OF ANTIMICROBIALS EATON LABORATORIES, NORWICH, NEW YORK 
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Nothing is Quicker 


Nothing 


PREMIGRONIZED FOR 
OPTIMAL 
EFFICACY 


Automatically measured-dose 
aerosol medications. 
Nonbreakable...Shatterproof 
. Spillproof...Leakproof 


Isoproterenol sulfate, 2.0 mg. per cc., suspended 
* ® in inert, nontoxic aerosol vehicle. Contains no 
Med : h a i 4 | SO alcohol. Each measured dose contains 0.06 mg. 
isoproterenol. 
Epinephrine bitartrate, 7.0 mg. per cc., sus- 
° ® pended in inert, nontoxic aerosol vehicle. Con- 
Med | h a I e r ae E P| tains no alcohol. Each measured dose contains 
0.15 mg. epinephrine. 


————- NOTABLY WELL TOLERATED AND EFFECTIVE FOR CHILDREN, amet 
Northridge, Calif. 
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tense 
and 
NevrVOUS 
patient 


relief comes fast and ‘comfortably 


—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 


vended control, or normal behavior. 
ins no 
)6 mg. Usual Dosage: One or two 400 mg. tablets t.i.d. 

Supplied: 400 mg. scored tablets, 200 mg. sugar- 
, SUS coated tablets or as MEPROTABS* —400 mg. 
. Con- unmarked, coated tablets. 
mntains 


Miltown 


Calif. meprobamate (Wallace) 


® 
WwW) WALLACE LABORATORIES / New Brunswick, N. J. 
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NOW AVAILABLE FROM BRISTOL LABORATORIES 


a new’ 
improved 
broad-spectrum antibiotic 
for parenteral admunistratio 


etailed 
Asert; 
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SYNTETRIN — a new synthetic derivative of tetracycline — has these attributes 
of significant value in therapy: 


' - effective antibacterial activity is sustained — even at its lowest blood levels — 


throughout therapy 


> total antibiotic activity of SYNTETRIN I.M. more than twice that with tetra- 
cycline phosphate complex LM. over a 24-hour period 


« highly soluble over the entire physiological pH range (2,500 times more soluble 
than tetracycline) resulting in more efficient absorption from intramuscular P 
sites than other tetracycline 1.M. preparations 


An important advantage of SYNTETRIN is that the lowest blood levels reached 
before ensuing daily injections are either maintained or increased. This means 
that antibiotic levels will not drop below those required to inhibit certain patho- 
gens during the course of therapy. Successive blood level peaks generally rise after 
repeated injections. 


ratio 


Parenteral SYNTETRIN is recommended for initial therapy in infections 
caused by tetracycline-sensitive organisms in: 


1. Patients who require frequent force-feeding or special diets based on milk, 
which interfere with antibiotic absorption. 


2. Patients with diseases causing absorption difficulties. 


3. Patients unable to take anything by mouth. 


1. Gottstein, W. J.; Minor, W. F., and Cheney, L. C.: J. Am. Chem. Soc. 81:1198, 1959. 


r intramuscular injection 


SYNTETRIN 


N—(PYRROLIDINOMETHYL) TETRACYCLINE WITH XYLOCAINE®* FOR INTRAMUSCULAR USE 


Supplied in dry-fill single dose vials: 


SYNTETRIN ‘350° contains: SYNTETRIN I.M. ‘150” contains: 


300 mg. Ascorbic Acid .......... 300 mg. 


*Xylocaine is the registered trademark of Astra Pharmaceutical Products, Inc. for lidocaine. 


or intravenous infusion 


SYNTETRIN 


N—(PYRROLIDINOMETHYL) TETRACYCLINE FOR INTRAVENOUS INFUSION 


Supplied in dry-fill vials, each containing: SYNTETRIN 


information on indications, dosage and precautions is contained in package 
or, write to Medical Director, Bristol Laboratories Inc., New York, New York. 
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LEDERLE INTRODUCES... 


greater antibiotic activity 


Milligram for Milligram, DECLOMYCIN exhibits 2 to 4 time 
activity of tetracycline against susceptible organisms. (Activity la 
is the basis of comparison—not quantitative blood levels—since 
action upon pathogens is the ultimate value.*) Provides significn 
higher serum activity level... 


with far less antibiotic intak 


DECLOMYCIN demonstrates the highest ratio of prolonged ai 
level to daily milligram intake of any known broad-spectrum 

antibiotic. Reduction of antibiotic intake reduces likelihood of 
adverse effect on intestinal mucosa or interaction with contents 


unrelenting peak 
antimicrobial attack 


The DECLOMYCIN high activity level is uniquely constant throu 
therapy. Eliminates peak-and-valley fluctuation, favoring continu 
suppression. Achieved through remarkably greater stability in 
fluids, resistance to degradation and a low rate of renal clearan: 


*Hirsch, H. A., and 


Demethyichlortetracycline Lederle 
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antibiotic design 


plus 


“extra- 
e 

day” 
- DECLOMYCIN maintains activity for 
ale one to two days after discontinuance 
> to 4 time activity of dosage. Features unusual security 
(Activi 4 against resurgence of primary infection 
ctbnity io FOR PROTECTION or secondary bacterial invasion— 
evels —since AGAINST two factors often resembling a “resistance 
ides significar name problem”—enhancing the traditional 


advantages of tetracycline . . . for 
greater physician-patient benefit 
in the distinctive dry-filled, 
duotone capsule 


intak} 


immediately available as: 
rolonged act DECLOMYCIN Capsules, 150 mg., 
spectrum ee, bottles of 16 and 1U0. Adult dosage: 
kelihood of | 


1 capsule four times daily. 


ith contents. 
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LEDERLE LABORATORIES 
a Division of 
AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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NIAMID 


brightens life 
for the aged 


NIAMID gives the depressed elderly 
person a new sense of well-being. 
The family will notice a sunnier 
outlook, an alert interest in group 
activities, a renewed awareness of 
personal appearance, and a return 
of appetite. Your patient willbe more 
cooperative and less demanding. 


You can expect to see the same ex- 
cellent response to NIAMID in a wide 
variety of depressive syndromes — 
acute or chronic, mild or severe, 
whether associated with long-stand- 
ing or incurable illness, or masquer- 
ading as organic disease. 


niAmip side effects are infrequent 
and mild, and often lessened or 
eliminated by a reduction in dosage. 
NIAMID has not been reported to 
cause jaundice, and significant 
hypotensive effects have rarely been 
noted. 


DOSAGE: Start with 75 mg. daily in sin- 
gle or divided doses, and adjust accord- 
ing to patient response. NIAMID acts 
slowly, without rapid jarring of physi- 
cal or mental processes. Some patients 
respond to NIAMID within a few days, 
but for full therapeutic benefit, most 
require at Jeast two weeks. NIAMID is 
available as 25 mg. (pink) and 100 mg. 
(orange) scored tablets. 


Already clinically proved in several 
thousand patients— 


Complete references and a Professional 
Information Booklet giving detailed in- 
formation on NIAMID are available on 
request from the Medical Department, 
Pfizer Laboratories, Division, Chas. 
Pfizer & Co., Inc., Brooklyn 6, N. ¥. 


NIAMID 
the mood brightener 
in geriatrics 
*Trademark for nialamide 


(Pfizer) Science for the world’s well-being™ 
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ZZ DOLLARS 


Women of menstrual age and 
growing children have higher iron 
requirements than other individ- 
uals. Hence iron-deficiency ane- 
mias cccur most often in these 
groups. Many clinicians recog- 
nize that most women need a 
hematinic for six weeks each year 
during reproductive years. 


Livitamin, with peptonized 
iron and B complex, offers an 
excellent formula to restore de- 
pleted iron reserves in both adults 
and children. Peptonized iron is 
well absorbed and stored, and 
better tolerated than ferrous sul- 
fate. B complex and other fac- 
tors previde nutritional support. 


LIVITAMIN 


FORMULA: Each fluidounce sua with F eptonized I ron 
Iron peptonized 20 m 
(Equiv. in elemental iron to 71 was 
+ Manganese citrate, soluble 158 mg. 
é Thiamine hydrochloride 10 mg. 
Riboflavin mg. 
Vitamin Biz Activity 20 mcg. 
(Derived from Cobalamin conc.) 
Nicotinamide 50 mg. 
« Pyridoxine hydrochloride 1 mg. 
urs Pantothenic acid 5 mg. 
Liver fraction 1 2 Gm. 


Rice bran extract 1Gm 


The S.E. BWBASSENGILL Company 


SUPPLIED IN LIQUID OR CAPSULE. BRISTOL, TENNESSEE e NEW YORK e KANSAS CITY e SAN FRANCISCO 
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Livitamin assures patient acceptance because it is highly 
palatable. Peptonized iron provides a virtually predigested 
form of iron. Recent studies* show peptonized iron has 
these advantages: 


Rapid response in iron-deficiency 
anemias 


Non-astringent 
Absorbed as well as ferrous sulfate 


e Better gastric toleration than fer- 
rous sulfate 


e Less constipating than ferrous 
sulfate 


VITAMIN 


*Keith, J.H.: Utilization and Toxicity of 
Peptonized Iron and Ferrous Sulfate, Am. J. 
Clin. Nutrition 1:35 (Jan.-Feb., 1957). 


The S.E. BWBASSENGILL Company custo, renvesse 


NEW YORK e KANSAS CITY e SAN FRANCISO 
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TABLETS AND ELIXIR 


To add life to years—not merely years to life . . . Niatric sharpens mental acuity 
and promotes a return to more normal social and physical activity for your aged patients. x 

In the Old Age Syndrome . . . Niatric relieves confusion, forgetfulness, irritability, depression and 
apathy — the penalties of advancing age. 


e Niatric improves respiration and cerebral function 
e Niatric improves circulation 
Niatric contains: Each Tablet: 5 cc. Elixir: e Niatric protects capillary integrity 


e Niatric prevents brain tissue hypoxia 
Ascorbic Acid 100 mg. 100 mg. 
15% Send now for samples and literature... 
tablet or 1 ts. (Sec. ti. B. F. ASCHER AND COMPANY, INC. 
Elixir, bottles of 1 pint. sia Ethical Medicinals / Kansas City, Missouri . 
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Continued from page 1610 


Aged of the American Hospital Association. He was 
also reappointed Chairman of the Association’s group 
of the Liaison Committee of the AMA and the Ameri- 
can Nursing Home Association for another year. 

Dr. Walter Gray, St. Louis, has been appointed to a 
sub-committee of the Committee on ‘Tuberculosis of 
the American School Itealth Association. 

The following are newly elected officers of the St. 
Louis Society of Anesthesiologists: Drs. Harry C. Sam- 
mons, President; Donald J. Dickler, Vice-President; 
Jean J. Merz, Treasurer, and Roy E. Boggs, Secretary. 

Dr. Ian M. Thompson, Assistant Professor of Sur- 
gery, University of Michigan Medical Center, has been 
appointed Chairman of the Department of Urology at 
the University of Missouri Medical School, Columbia. 

Dr. Charles H. White, St. Louis, has been appointed 
Clinical Assistant Professor of Anesthesiology at the 
University of Missouri. 

Dr. John C. Allen, St. Louis, has been appointed 
Director of Development at Children’s Mercy Hos- 
pital. 

Dr. I. J. Flance and Dr. David N. Kerr, St. Louis, 
were recently appointed to the Medical Committee of 
the Tuberculosis and Health Society of St. Louis. 

Dr. A. E. McDermott, Perryville, is the new Medical 
Advisor for the Selective Service Board of Perry 
County. 

Governor James T. Blair appointed the following to 
represent Missouri at the White House Conference on 
Aging: Drs. H. M. Hardwicke and Addison M. Duval, 
Jefferson City; David Littauer and William B. Kountz, 
St. Louis. 


ant 


Philadeiphia 32, Pa. 


Dr. Joseph C. Edwards, St. Louis, teacher of medi- 
cine and clinical investigator in cardiovascular and 
hypertensive diseases, has been honored as recipient 
of the 1959 Distinguished Service Award given by 
the Mississippi Valley Medical Society, of which he 
is immediate Past President. 

Dr. Guerdan Hardy, St. Louis, has been elected 
President of the Medical Staff at Deaconess Hospital. 

Dr. Guy N. Magness, St. Louis, has been presented 
the William A. Howe Award by the American School 
Health Association for “outstanding service in school 
health for the children and youth of America.” Dr. 
Magness is Director of Health Services for the Univer- 
sity City public school system. 

Dr. Martha Schattyn, St. Louis, has been elected 
President of the Missouri Division of the American 
Cancer Society. 

Dr. Joseph Webster, Kansas City, was elected Vice- 
President of the Central Association of Obstetricians 
and Gynecologists. 

Dr. James R. McVay, Jr., Kansas City, has been 
inducted as a Fellow of the American College of 
Surgeons. 

Dr. Milton ©. Peterson, Kansas City, was re-elected 
for a 4 year term as a Director of the American Board 
of Anesthesia. 

Dr. Frank B. Leitz, Kansas City, has been appointed 
Medical Director of Research Clinic, succeeding Dr. 
W. F. Sanders. 

Governor Blair recently appointed Dr. Carl M. Peter- 
son, Kansas City, as a member of the Board of Cu- 
rators of Lincoln University. 


Continued on page 78 


quiets the spastic colon, through gent 
dation of BUTISOL Sodium” butabarti 
sodium 15 mg. and the relaxing actioy 
natural extract of belladonna 15 mg. 


BUTIBEL TABLETS ELIXIR - PRESTABS® BUTIBEL 
(Repeat Action 


McNEIL LABORATORIES, Inc. 


VOLU! 
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action 
mg. 


BUTIBEL 
Pat Action 


RIES, INC, 


VOLUME 52 


MORE 


SEIZURES 
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Until DIAMOX was added to the regimen, 56 epileptic children 
had proved refractory to standard anticonvulsant therapies. 
Then almost 80 per cent responded with striking decrease in 
frequency, number and severity of seizures of all types—with 
35 cases in the complete remission group. 


Control was usually prompt, with results often apparent within 


hours. Some cases were maintained seizure-free for as long as 
20 months on DIAMOX. 


Despite length of therapy and large dosages, side effects were 
few and not serious. However, desirable associated effects, 
such as improved disposition and increased mental capability, 
were noted in a number of cases. 


Supplied: Scored tablets of 250 mg. 


DIAMOX 


1. Holowach, J., and Thurston, D. L.: J. Pediat.53:160,1958. Acetazolamide Lederle 


(Gaeris) LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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logical 
combination 
for 
appetite suppression 


meprobamate plus d-amphetamine 


«+. Suppresses appetite... elevates mood 
... reduces tension ... without insomnia, 
overstimulation, or barbiturate hangover. 


anorectic-ataraceée 


PATE LED 


BAM 


AMPHETAMINE st 


PROBAMATE D thie 


Each coated tablet (pink) contains b 400 mg.; d: 


Dosage: One tablet one-half to one hour before each meol. 


LEDERLE LABORATORIES 
A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


sulfate, 5 mg. 
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190,000 PHYSICIANS 
THE WORLD OVER DEPEND ON 
THE INTEGRITY BEHIND THIS NAME 


BIRTCHER 


CARDIOGRAPH CARDIOSCOPE 
DEFIBRILLATOR HEARTPACER 
ELECTROSURGICAL UNITS 
HOSPITAL-CLINIC-OFFICE. 
ULTRASONICS —DIATHERMY 
INFRARED ULTRAVIOLET 
GALVANIC UNITS 
ELECTROMUSCLE STIMULATORS — 
THE VIBRABATH | 


nd 
\ THE FAMOUS HYFRECATOR™ 


Los Angeles 32, California 


corticoid-salicylate 
compound 


TABLETS 
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in eight years Novahistine hasn’t cured a single cold—but it has brought 


prompt relief of symptoms to almost 8,000,000 patients* 


With the introduction of Novahistine, a better and safer way to relieve symptoms of a cold became 
available to physicians. The synergistic action of the Novahistine formula...combining an orally- 
effective vasoconstrictor with an antihistamine... promptly clears the air passages and checks irri- 
tant nasal secretions. NOVAHISTINE can eliminate the problem of rebound congestion and damage 
to nasal mucosa in patients who misuse topical applications. « For long-lasting ‘‘Novahistine Effect” 
prescribe Novahistine LP Tablets...which begin releasing medication as promptly as conventional 
tablets but continue bringing relief for 8 to 12 hours. Two Novahistine LP Tablets in the morning and 
two in the evening will effectively control the average patient's discomfort from a cold. Each tablet 
contains phenylephrine HCI, 20 mg., and chlorprophenpyridamine maleate, 4 mg. 


' “Based on National Prescription Audits of new Novahistine prescriptions since 1952. 


sf PITMAN-MOORE COMPANY Division of Allied Laboratories, inc. « Indianapolis 6, indiana 


Novahistine | 


LONG-ACTING 


Trademark, 
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When the illness 
is not acute 

and the diagnosis 
is not obvious 


Will relieve symptoms due to emo 

tional stress — and leave 
those symptoms due to orgatic : 
pathology. : 
Issued in tablet or capsule form 


PHENOBARBITAL 
Warning: may be habit-forming 


SULFUR, COLLOIDAL 


DOSAGE: One, three or four times @ day 
for at least two weeks. 


vel 
- 
‘ 
\\ 
de > ‘ 


VOLUME 52 SOUTHERN MEDICAL JOURNAL 


for prompt and safe control of 


nausea.. 
vomiting 


in children 


THORAZINE* Syrup 


and Suppositories 


The use of ‘Thorazine’ in over 1,500,000 children 
since 1954 has shown that side effects other than 
mild sedation almost never occur in children. 


i) Smith Kline & French Laboratories 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
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QUIETING... 
HYPOTENSIVE 


without a chain of 
side actions 


a conservative, safe amount of 
reserpine (0.1 mg. per tablet or 
teaspoonful) combined with 15 
mg. BUTISOL sodium" buta- 
barbital sodium. 

Butiserpine Tablets, Elixir, 


Prestabs” Butiserpine R-A 
(Repeat Action Tablets) 


Maintenance Dosage: 


Tablets or Elixir 
one or two tabs. or tsp. daily. 
Prestabs Butiserpine R-A 
one tab. daily. 


McNEIL LABORATORIES, INC. 
Philadelphia 32, Pa. 


CLASSIFIED ADVERTISEMENTS 


WAN TED—Two general surgeons. Salary determined 
upon qualifications. Service headed by diplomate. U, 5 
citizenship and licensure in any state mandatory. Good 
schools and recreational facilities available. Contac, 
Manager, Veterans Administration Hospital, Lake City, 
Florida. 


INTERNIST WANTED—New Orleans, Louisiana, 
Board eligible or certified, to be one of two internisis 
in established seven man clinic. Guaranteed salary jp. 
itially with subsequent partnership. Address: Dr, Dan- 
iclL W. Hayes, Sellers and Sanders Clinic, 4414 Mag. 
nolia Street, New Orleans 15, Louisiana. 


PHYSICIAN WANTED—Active Medical Service; 285 
bed hospital, excellent staff, good locality; salary $8,330 
to $16,000 annually depending on qualifications; Te- 
tirement; other benefits. Write Manager, Veterans 
Administration Hospital, Montgomery, Alabama, 


WANTED—General surgeon for staff physician on 
115 bed service. Board certified or Board eligible. U. §, 
citizenship and licensure required. Salary dependent 
upon qualifications. Limited number of station house: 
keeping quarters. Golfing and hunting in immediate 
vicinity. Resort areas within motoring distance. Contact 
Manager, VA Center, Dublin, Georgia. 


WANTED—Internist for 40 bed acute medical ward. 
Board certified or Board cligible preferred. Salary de- 
pendent upon qualifications. Limited number of sta- 
tion housekeeping quarters. Golfing and hunting in 
immediate vicinity. Resort areas within motoring dis- 
tance. Contact Manager, VA Center, Dublin, Georgia. 


POSITION AVAILABLE—California, assistant medi- 
cal directorship, with possibility to full directorship in 
two years. Two hundred thirty bed hospital for pul- 
monary diseases and rehabilitation of chronic illness 
(select. cases). Accredited and approved for resident 
training. Salary range $649.00 to $817.00, including 
furnished house and_ utilities. Salary open for back- 
ground and experience in pulmonary diseases. Eligibil- 
ity for California licensure required, or already Cali- 
fornia licensed if foreign graduate. Write to: Medical 
Director, ‘TVulare-Kings Counties Hospital, Springville, 
California. 


WAN TED—Psychiatrist for 35 bed intensive treatment 
ward. Board certified or Board eligible preferred. U. 5. 
citizenship and licensure required. Salary dependent 
upon qualifications. Golfing and hunting in immediate 
vicinity. Resort areas within motoring distance. Lim- 
ited number of station housekeeping quarters. Contact 
Manager, VA Center, Dublin, Georgia. 


AVAILABLE—Well established and active general 
practice with X-ray, B.M.R., Whirlpool, E.K.G., etc. 
Western Maryland; hospital coverage, educational op- 
portunities; hunting, fishing, swimming, winter sporls 
very good. No cash required. Contact VG, ¢/0 SMJ. 
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prompt control of 


acute 
alcoholism 


THORAZINE* Injection 


Ampuls and Multiple dose vials 


@ Smith Kline & French Laboratories 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
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The great operatic works of Rossini have 
been enjoyed by millions for many decades 


Tes THAT ENDURE 


Good things endure...a work of art, 
a literary classic, a proud bridge ...a dependable 
pharmaceutical. Such is Desitin Ointment. For over 
35 years Desitin Ointment has endured as an incom- 


parable, safe way to prevent and clear up diaper rash 
...and as a soothing, healing application in wounds, 
burns, external ulcers and other skin injuries. 


Desitin® 
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for prompt and sustained relief from 
severe mental and 


emotional 
stress 


THORAZINE* SPANSULEt capsules 


30 mg. 75 mg. 150 mg. 200 mg. 300 mg. 


Gf) Smith Kline & French Laboratories 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
TT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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DEXAMETHASONE 


treats more patients more effectively... 


were refractory 
—to other corticosteroids* 


| 


22 were successfully 
treated with Decadon” 


1. Boland, E. W., and Headley, N. E.: Paper read before the 
Am. Rheum. Assoc., San Francisco, Calif., June 21, 1958. 
2. Bunim, J. J., et al.: Paper read before the Am. Rheum. Assoc., 
San Francisco, Calif., June 21, 1958. 
*Cortisone, prednisone and prednisolone. 
DECADRON is a trademark of Merck & Co., Inc. 
Additional information on DECADRON is available to physicians on request. 


q@pMerck Sharp &Dohme 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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whenever there is inflammation, 
swelling, pain 


STREPTOKINASE-STREPTODORN 


Tablets 


conditions for a 
fast comeback... 


as in acute 
hemorrhoids... 


SUNDAY, 9 A.M.: VARIDASE for painful 
thrombotic hemorrhoid. 2:30 P.M.: pain 
greatly reduced, less swelling and 
inflammation. 

MONDAY: size down to small tab; acute 
inflammation disappeared.* 


VaRIDASE activates natural fibrinolytic factors, 
to limit undesirable inflammatory response 
and speed healing. 

Dramatic reduction of pain is often the first 
sign of improvement; swelling and redness 
rapidly diminish. Drugs and natural 
regenerative factors readily penetrate the 
inflammatory barrier to effect total remission 
faster ...in trauma or infection. 


VaripasE Buccal Tablets contain: 

10,000 Units Streptokinase, 2.500 Units Streptodornase. 
Supph Boxes of 24 and 100 tablets 

*Peterr , R. A.: Clinical report cited with permission. 


LEDERLE LABORATORIES, 
a Division of American Cyanamid Company, Pearl River, N. Y. 
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® 
hydroxyzine 
Pamoate 


ORAL SUSPENSION 
restores tranquility: relieves pruritus 


_ Simultaneously, Vistaril releases tension and 
relieves ‘itching. Vistaril tranquilizes pati nts 


Suggested — adjust to response 
Children over 6, 50-100 mg. CETival in divided doses 
Children under 6, 50 mg. daily in divided doses. 
' Vistaril is supplied as Oral Suspension — —25 mg. 

. teaspoonful (5 cc.); 1 pint bottles. 
Capsules — 25, 50, and 100 mg,; bottles of 100 and 500. 


Parenteral Solution (as the HCl) — 25 mg. per 
10-cc. vials and 2-cc. Steraject” Cartridges. 


‘Science for the world’s well- -being™ 


"PFIZER LABORATORIES, Division, Chas. Pfizer & 
Brooklyn 6, New York . 
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pneumonitis develops as a serious bacterial C2 
— one in eight cases of acute up er ress 


h TABLET contains: ACHROMYCIN® Tetracycline 
(as me) phenacetin (120 mg.); caffeine (30 mg.); salicylamide 
(150 mg.); chlorothen citrate (25 mg.). Also as SYRUP, a free. 


Frost, W. Am. J yeione 71:122, Jan. 1833. 
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AN AMES CLINIQUICK™ 


CLINICAL BRIEFS FOR MODERN PRACTICE 


Why is the three-day biliary flush 


DECEMBER 1959 


recommended after cholecystectomy? 


To remove stones and debris frequently present in the common duct 


when choledochostomy has not been done. 


Source: Best, R. R.; Rasmussen, J. A., and Wilson, C. E.: A.M.A. Arch. Surg. 67:839, 1953, 


THREE-DAY BILIARY FLUSH* 


BEFORE BREAKFAST 6 oz. Citrate of Magnesia 
AFTER BREAKFAST 3 DECHOLIN with Belladonna tablets 
BEFORE LUNCH 3 tablespoons pure cream or olive oil 
AFTER LUNCH 3 DECHOLIN with Belladonna tablets 
BEFORE SUPPER 3 tablespoons pure cream or olive oil 
1 nitroglycerin tablet (1/100 gr.) 
under the tongue 


“AFTER SUPPER 3 DECHOLIN with Belladonna tablets 


AT BEDTIME 3 DECHOLIN with Belladonna tablets 


*Adapted from Best, R. R., and others: ibid. 


for hydrocholeresis plus reliable spasmolysis 


DECH 0 LI N with BELLADONNA 


(dehydrocholic acid with belladonna, AMEs) 


in postoperative management—‘“‘Hydrocholeretic therapy is employed 
as a routine feature...in patients with cholecystectomy, cholecystostomy, 


and other biliary tract procedures.”! 


in medical management—“...also recommended for patients with a clinical 


history of biliary tract disease when gallbladder disease 
has not been confirmed.”2 

1. Refresher Article: M. Times 85:1081 (Oct.) 1957. 

2. Best, R. R.: Mod. Med. 25:264 (March 15) 1957. 


for hydrocholeresis 


DECHOLIN’ 


(dehydrocholic acid, AMES) 


Available: DECHOLIN/ Belladonna tablets (dehydrocholic acid, AMES) 
3% gr. (250 mg.) and extract of belladonna % gr. (10 mg.) 
Bottles of 100 and 500. 


DECHOLIN tablets: (dehydrocholic acid, AMEs) 3% gr. (250 mg.) 
Bottles of 100, 500, and 1,000; drums of 5,000. 


AMES 


COMPANY, INC 
Elkhart « Indiana 
Toronto Canado 
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now...a new way to relieve pain 
and stiffness in muscles and joints 


@ Exhibits unusual analgesic properties, different 
from those of any other drug 
@ Specific and superior for relief of SOMAtic pain 


@ Modifies central perception of pain without abolishing 
natural defense reflexes 


@ Relaxes abnormal tension of skeletal muscle 


N-isopropyl-2-methyl-2-propyl-1, 3-propanediol dicarbamate 


In back pain, bursitis, sprains, strains, and bruises, whiplash 
and other traumatic injuries, inflammatory and degenerative tk 
muscle and joint complaints. 


RAPID ACTING. Pain-relieving and relaxant effects start within 
30 minutes and last for at least 6 hours. 


NOTABLY SAFE. Toxicity is extremely low. No effects on liver, 
endocrine system, blocd pressure, blood picture or urine have 
been reported. Some patients may become sleepy on higher 
than recommended dosage. 


EASY TO Use. Usual adult dose is one 350 mg. tablet 3 times 
daily and at bedtime. 


supp.ied: Bottles of 50 white sugar-coated 350 mg. tablets. 
Literature and samples on request. 


WALLACE LABORATORIES, NEW BRUNSWICK, N. J. Wj 
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Continued from page 62 


Dr. Richard H. Kien, Kansas City, has been elected 
President of the Missouri Society for Crippled Children 
and Adults. 

Dr. Cecil M. Kohn, Kansas City, was the honored 
guest at the I4th Annual Meeting of the Southeastern 
Allergic Association. 


Dr. Orr Mullinax, St. Joseph, will take the position 
as Superintendent of the Missouri State School at 
Marshall effective Jan. 1, 1960, when the present 
Superintendent, Dr. George A. Johns, Marshall, retires. 

Dr. R. M. Penn, Silex, has received the second 
annual Outstanding Citizen Award from the Silex 
Planned Progress Council. 

Dr. Charles E. Michaelis, Fredericktown, has been 
named to the Madison Memorial Hospital Board at 
Fredericktown. 


The International College of Surgeons has elected 
Dr. Claude J. Hunt, Kansas City, a Vice-President, 
and also Chairman of the Board of Trustees. 

The University of Missouri Medical Center has 
made 4 new appointments. Dr. Joe Robert Smith has 
been appointed Clinical Instructor in Surgery (Oph- 
thalmology). Dr. Carlo Rao has assumed his duties as 
Assistant Instructor and Second Year Resident in 
Surgery. Dr. John E. Plumlee has been appointed As- 
sistant Instructor and First Year Resident in Surgery 
(Anesthesiology), effective July 1, 1960. Dr. Howard 


DECEMBER 1959 


B. Strauss has been appointed Assistant Instructor ang 
First Year Resident in Surgery (Ophthalmology). 

Several Missouri doctors have been inducted into 
the American College of Surgeons. They are as fo}. 
low: Drs. Clifford R. Kaskie, Clayton; E. J. Schewe. 
Columbia; Joe E. Hirsch, James R. McVay, Jr., Samuel 
A. Montello and Kenneth S. Nicolay, Kansas City; 
Willard M. Allen, Harvey R. Bernard, Thomas B. 
Ferguson, William J. Gillespie, Stanley L. Loncon, 
Joseph A. Roy and James M. Stokes, St. Louis; How. 
ard J. McAlhany, F. Thomas Moseley and William 
W. Wood, Springfield. 


NORTH CAROLINA 


Six faculty members of the University of North 
Carolina School of Medicine recently served as jn- 
structors in a course in electrocardiography for phys- 
cians in the High Point area. They were Drs. Ernest 
Craige, Carl W. Gottschalk, Daniel T. Young, John 
M. Sorrow, Jr., J. W. Wood and T. C. Gibson. The 
course was instigated by Dr. Kenneth Cheek of High 
Point. 

Dr. Ernest Craige has made a two week tour of 
Colombia, South America, under the auspices of the 
Rockefeller Foundation. 

Dr. Billy Baggett, Associate Professor of Pharma- 
cology at the University of North Carolina School 
of Medicine will do research at the University of 
Sydney in Sydney, Australia, for a year. 


Continued on page 79 


Fe 


If they need nutritiong 


.. they deserve 


GEVRAL 


Vitamin-Mineral Supplement Lederle 
CAPSULES—14 VITAMINS—11 MINERALS 


Each capsule contains: 
5,000 U.S.P. Units 
Vitamin Biz with AUTRINIC® 

Intrinsic Factor Concentrate . . 1/15 U.S.P. Oral Unit 
Thiamine Mononitrate (Bi). ........ 
Riboflavin (Bs) . . 
Niacinamide ......... + 


Row 


Phosphorus (as CaHPQy). . . 122 
Boron (as . . 0. 
Fluorine (as CaF2). . 0. 
Manganese (as MnQ2). . 

Magnesium (as MgO) .....-- 

0 
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LEDERLE LABORATORIES, a Division of AMERICAN 
i. ian CYANAMID COMPANY, Pearl River, New York 
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for therapy 
of overweight patients 


d-amphetamine 
depresses appetite and elevates mood 


+ meprobamate 
eases tensions of dieting 


(yet without oversti 
or barbiturate hangover ) 


MEPROBAMATE WITH D-AMPHETAMINE SULFATE LEDERLE 


isa logical combination in appetite control 


Eoch cooted tablet (pink) contains b 400 mg.; d. sulfate, 5 mg. 
Dosage 


: One tablet one-half to one hour before each meal. 


LEDERLE LABORATORIES 
A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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Continued from page 78 


Dr. Thomas C. Butler, Professor and Head of the 
Department of Pharmacology at the University of 
North Carolina School of Medicine is on a six months’ 
leave of absence to work in the National Cancer In- 
stitute at Bethesda, Maryland. He will return to the 
University in March, 1960. 

Thirteen North Carolina physicians have been in- 
ducted as new Fellows of the American College of 
Surgeons. They include Drs. George A. Smedberg, 
Burlington; James F. Newsome and Erle E. Peacock, 
Jr., Chapel Hill; Henry H. Nicholson, Jr., Charlotte; 
Malcolm E. Rogers, Fayetteville; Marshall G. Morris, 
Jr., Greensboro; Robert S. Caldwell, Hickory; Richard 
D. Noel, Oxford; Charles A. S. Phillips, Pinehurst; 
Paul R. Kearns and C. Roy Rowe, Jr., Statesville; and 
A. Robert Cordell and Charles M. Norfleet, Jr., 
Winston-Salem. 


Dr. Jasper L. Callaway, Professor of Dermatology 
and Syphilology at Duke University is one of five new 
members who has accepted an appointment to the 
Veterans Administration Special Medical Advisory 
Group. 


OKLAHOMA 


Dr. Irwin H. Brown, Oklahoma City, has taken 
office as President and Dr. William Patton Fite, Sr., 
Muskogee, has been named President-Elect of the 
Oklahoma Chapter of the American College of Sur- 


Continued on page 80 


THN TOS 


HILL CREST SANITARIUM 


Established in 1925 


FOR NERVOUS AND MENTAL DISEASES 
AND ADDICTION PROBLEMS 


Out-Patient Clinic and Offices 


James A. Becton, M.D. 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. 


James Keen Ward, M.D. 
Phone WO 1-1151 and WO 1-1152 
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Continued from page 79 Dr. Lloyd B. Kingsbery and Dr. Jarl B. Nordman 
geons. Dr. Brown succeeds Dr. Ralph A. McGill, Tulsa. Surgeons at the 
The surgeons also elected Dr. Joe M. Parker, Okla- 
homa City, Vice-President; Dr. Hays R. Yandell, Tulsa, TENNESSEE 
Secretary-Treasurer; and Dr. Robert B. Howard, Okla- 
homa City, Councilor. Dr. Roland H. Alden, Memphis, Chief of the Dj. 

vision of Anatomy at the University of Ten 

SOUTH CAROLINA Medical Units in ‘Memphis, has been named to 

Dr. Gerald Burroughs, formerly in practice at Jack- newly-created position of Associate Dean of the Gradu. 
son, has left to enter a residency in psychiatry at the ate School for Medical Sciences. Dr. Alder will begin 
Medical College of Georgia in Augusta. Continued on page 82 


“UNUSUAL FOOD” 


“The possibilities of yeast as human food deserves more tech- 
nological attention. Two major defects in many modern diets 
are relatively small provision of certain vitamins of the B 
complex and insufficiency of biologically superior protein. 
Both deficiencies could be limited by using yeast as food.”* 


VITA-FOOD, genuine brewers’ yeast, supplies nearly 50% 
of nutritionally complete protein plus the whole vitamin B 
complex. 


VITA-FOOD 
—— *Wilder & Keys, “Handbook of 
Nutrition,” A.M.A. 1943. BREWERS’ YEAST 
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AVE SO” BIRMINGHAM. 


TUCKER HOSPITAL, INC. 


212 West Franklin St. 
RICHMOND, VIRGINIA 


A private hospital for diagnosis and 
treatment of psychiatric and neurologi- 
cal patients. Hospital and out-patient 


services. 


(Organic diseases of the nervous system, psycho- 
neuroses, psychosomatic disorders, mood disturb- 
ances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic 
problems.) 


Dr. JAMEs AsA SHIELD Dr. WEIR M. TUCKER 


Dr. Georce S. Futtz, Jr. Dr. AMELIA G. Woop 


If she needs nutritional support... she deserves 


Vitamin-Mineral Supplement Lederle 


CAPSULES—14 VITAMINS—11 MINERALS 


| LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY 
{ 2 Pearl River, New York 
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Continued from page 80 


his new duties January 1, retaining his position x 
Chief of the Division of Anatomy. 

The Memphis Thoracic Society has elected ney 
officers. Dr. Samuel Phillips was elected President, 
succeeding Dr. Francis H. Cole. Dr. Robert P. Me. 
Burney is the new Vice-President and Dr. William 
G. White is Secretary-Treasurer. 

Seven staff members of the University of Tennessee 
College of Medicine have been promoted. Promoted 
from Assistants to Associate Professors in the Depart. 
ment of Medicine were Dr. Glenn M. Clark, Dr. Alys 
Lipscomb and Dr. Hall S. Tackett. Dr. Eugene J. 
Spiotta and Dr. Thomas N. Stern were promoted 
from Instructors to Assistant Professors in the Depart 
ment of Medicine. Dr. Homer G. Biggs was promoted 
from Instructor to Assistant Professor, Department of 
Medical Laboratories, Section of Clinical Chemistry; 
Dr. Herman Lavelle, Assistant to Instructor in the 
Department of Otolaryngology. Dr. Roger T. Sher. 
man, formerly Director of Surgical Research at Walter 
Reed Army Medical Center in Washington, has joined 
the Division of Surgery of the University of Tennessee 
College of Medicine as Assistant Professor. 

Dr. George K. Henshall and Dr. S. S. Marchbanks, 
both of Chattanooga, have been elected Vice-Presidents 
of the Hamilton County Unit of the American Cancer 
Society. Re-elected Directors were Drs. Van Fletcher, 
Edward G. Johnson, John B. Steele and Charles R. 
Thomas. 

Continued on page 84 


PERRY C. TALKINGTON, M.D., Clinical Director 
CHARLES L. BLOSS, M.D., Medical Director 
Associate Psychiatrists 

HOWARD M. BURKETT, M.D. 

JAMES K. PEDEN, M.D. 

WARD 6G. DIXON, M.D. 

JERRY M. LEWIS, M.D. 

C. L. JACKSON, M.D. 

LEEOWEN S. BUFORD, M.D. 

RALPH M. BARNETTE, JR., 8.B.A., Business Manager 


DAvis 1-2678 


Dallas 1, Texas 


PSYCHIATRIC HOSPITAL 
DAY HOSPITAL 
DEPARTMENT OF OUT PATIENT PSYCHIATR! 


TIMBERLAWN FOUNDATION 
For Education and Research in Psychialy 


Narcotic Cases Not Admitted 


SANITARIUM IN DALLAS 


Clinical Psychology 

PHILIP ROOS, PH.D. 

DONALD BERTOCH, M.A. 

JOHN D. MARTIN, M.A. 

Social Work 

BILL M. TURNAGE, M.S.S.W. 

ROBERT L. COATES, M.S.S.W. 

GERALDINE SKINNER, B.S., O.T.R., Director of Occupational Therapy 
LOIS TIMMINS, PH.D., Director of Recreation Therapy 

FRANCES LUMPKIN, R.N., B.S., Director of Nurses 


P. O. Box 1769 
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Water and Metamucil 


Psyehial 


Both are basic for relief and correction of constipation 


Effective relief of constipation and actual correction of the condition depend on 
an intake of a sufficient quantity of water to facilitate movement of the fecal 
mass in the bowel lumen. Also useful is Metamucil which adds a soft, bland bulk 
to the bowel contents to stimulate normal peristalsis and also hold water within 
iS 
stools to keep them soft and easy to pass. Thus Metamucil and an adequate water 
intake induce natural elimination and promote regularity. 


Metamucil 


brand of psyllium hycrophilic mucilloid 
al Therapy 


SEARLE 


x 1769 
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Dr. E. E. Reisman, Jr., Chattanooga, has been named 
to the Executive Advisory Board of the Monticello 
Fire & Casualty Insurance Company. 


Dr. John R. Thompson, Jr., Jackson, has been 
elected President of the West Tennessee District Fair 
Association. 

Dr. Horace Farrar, Manchester, was honored re- 
cently by the Civic Clubs in Manchester for 50 years 
in the practice of medicine. 


Dr. John Lawson, Johnson City, has been named 
President of the Washington County Unit of the 
American Cancer Society. 


Dr. Albert B. Qualls, Livingston, has been honored 
by the University of Tennessee College of Medicine 
for 50 years in the practice of medicine. 

Dr. David J. Slagle, Elizabethton, has been elected 
General Chairman for the 1960 Community Chest. 

New officers of the medical staff at Obion County 
General Hospital have been elected. Dr. E. C. Thur- 
mond, Martin, is President; Dr. R. L. Gilliam, Union 
City, Vice-President; and Dr. H. W. Calhoun, Union 
City, Secretary-Treasurer. 

Dr. Stanton Harold Barrett and Dr. Hiram A. Laws, 
Jr., Chattanooga, have been presented the Golden “T” 
Certificates by the University of Tennessee Medical 
Unit honoring them for 50 years in the practice of 
medicine. 


Dr. Charles Robertson Crow, Dover, was recently 
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honored by his community for 60 years of service jp 
the medical profession. 


Dr. W. A. Phillips, Selmer, has accepted a residency 
in a large Chicago hospital where he will specialize 
in surgery. 

Dr. Cyrus Erickson, Memphis, is the new President. 
Elect of the Memphis and Shelby County Unit of the 
American Cancer Society. New Directors include Dy. 
Ralph R. Braund and Dr. Philip C. Schreier, both of 
Memphis. 

Dr. L. W. Edwards, Nashville, has been named Chief 
of Professional and Educational Services at Nashville 
General Hospital. 


Dr. Henry G. Rudner, Sr., Memphis, has been 
elected Secretary-General of the American College of 
Gastroenterology. Dr. Ralph R. Braund, —— 
was re-elected Governor. 


TEXAS 


Dr. Marc J. Musser, Director of Professional Services ¢ 
at the Houston Veterans Administration Hospital, has 
been appointed Director of Medical Research for the 
VA. 

Dr. R. Lee Clark, Jr., Houston, Director and Sur- 
geon-in-Chief of the University of Texas M. D. Ander. 
son Hospital and Tumor Institute, has been installed 
as President of the Alumni Association of the Mayo 
Foundation for Medical Education and Research. — 
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If they need nutritional support. of 


they deserve 


GEVRAL 


Vitamin- Mineral Supplement Lederle Lederle 


CAPSULES—14 VITAMINS—11 MINERALS 


LEDERLE LABORATORIES, a Division of Geert) 
AMERICAN CYANAMID COMPANY, Pearl River, New York 
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THE SAFE ANTI-ARTHRITIC AND ANTIRHEUMATIC THAT CONTAINS THE 
IMPORTANT PLUS OF ORGANIDIN® FOR THE FURTHER CONTROL OF IN- 
FLAMMATION AND TO AID IN THE RESORPTION OF NECROTIC TISSUE 


SOUTHERN MEDICAL JOURNAL 


Sodium-free, potassium-free ARTAMIDE is especially valuable 
when clinical judgment precludes steroid therapy. ARTAMIDE 
provides higher salicylate blood levels' with lower dosage. 
Antirheumatic, anti-inflammatory, analgesic... ARTAMIDE aids 
normal corticosteroid activity. The inclusion of ORGANIDIN, the 
smoother, safer, organically bound iodine, greatly increases 
the effectiveness of the ARTAMIDE formula by stimulating the 
resorptive processes? and further controlling inflammation. 
ARTAMIDE provides symptomatic relief as well as important 
gains in functional capacity for many patients who cannot 
tolerate corticosteroids. 


Each artamibe tablet contains: Salicylamide 0.25 Gm. (4 gr.); Para-amino- 
benzoic Acid 0.25 Gm. (4 gr.); Ascorbic, Acid 20.0 mg. (4 gr.); 
ORGA ® (iodinated glycerol) 20.0 mg. (4 gr.). 

DOSAGE: 2 tablets 3 or 4 times daily. Requirements may vary according 
to the response of the patient. SUPPLIED: ARTAMIDE Tablets, bottles of 100 
and 500. rererences: 1. Chambers, James O.: Clinical Medicine, 61:3 
(1954) pp. 203-205. 2. Salter, W. T.: A Textbook of Pharmacology, p. 603, 
W. B. Saunders Co. (1952). 


write: Professional Service Department for literature and trial supply. 


WAMPOLE LABORATORIES, STAMFORD, CONNECTICUT 
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VAC CINE 


Specific immunizing antigen (chick embryo origin) 
active against various isolated virus strains. Effectively 
prevents or modifies mumps in children and adults. 


LEDERLE LABORATORIES, A Division of 
AMERICAN CYANAMID CO., Pearl River, N.Y. 
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Dr. R. G. McCorkle, Austin, was elected to Felloy. 
ship in the International College of Surgeons, 

Dr. John J. Andujar, Fort Worth, has been elect. 
President of the American Society of Clinical Patholo. 
gists. 

Dr. Robert J. Rowe, Dallas, has been elected Pre. 
dent of the American Board of Proctology. 

The new Fellows of the American College of Sy. 
geons include 48 Texans. They are: Drs. Tom C, By. 
ditt, Abilene; Robert D. Mertz, Corsicana; Lary 4 
Arnspiger, H. Gray Carter, R. L. Curtess, Jr. Edwin 
G. Grafton, Warren E. Hancock, Richard B. Herrick 
Zelig H. Lieberman, Daniel M. Martinez, Ernest Poulos, 
Manning B. Shannon, and George T. Shires, all 9 
Dallas; Gilbert Landis, El Paso; Lt. Col. Prince p 
Beach, Lt. Col. Wilfred T. Tumbusch, and Lt. Co, 
Edward H. Vogel, Jr., all of Fort Sam Houston; Li. 
Col. James A. Bulen, Dr. Edwin Davis, Dr. Joseph L. 
Keating, Dr. Rabb H. Rutledge, and Dr. John H. 
Sewell, all of Fort Worth. Others include Drs. Jame 
R. Fish, Henry G. Glass, Gene A. Guinn, Newton Ff. 
McDonald, Don W. Pranke, Louis R. Robey, Albert 
M. Thomas, Sellers J. Thomas, Clarence J. Wheeler, 
Jr., and Bernard L. Yollick, all of Houston; Samuel 
B. Bashour, Irving; Randolph Rutledge, Lubbock; ¢. 
Roy Johnson, Midland; Theodore W. Novak, Odes; 
Harold E. Hunt, Paris; Ralph J. Culotta, Pasadena; 
Martin R. Haig, Port Arthur; William J. Hills and 
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Jas. N. BRAWNER, JR., M.D. 
Medical Director 


BRAWNER’S SANITARIUM 


(ESTABLISHED 1910) 


2932 SOUTH ATLANTA ROAD, SMYRNA, GEORGIA 


For the Treatment of 
Psychiatric Illnesses and Problems of Addiction 


MODERN FACILITIES 


Approved by Central Inspection Board of American Psychiatric 


Association and the Joint Committee on Accreditation 


Phone HEmlock 5-4486 


ALBERT F. BRAWNER, M.D. 
Associate Director 
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ANNOUNCING 


The Twenty-Third Annual Meeting 


of 


THE NEW ORLEANS GRADUATE 
MEDICAL ASSEMBLY 


Conference Headquarters—Roosevelt Hotel 


March 7, 8, 9, 10, 1960 


GUEST SPEAKERS 


Leroy D. Vandam, M.D., Boston, Mass. Carroll B. Larson, M.D., Iowa City, Iowa 
Anesthesiology Orthopedic Surgery 
Clarence S. Livingood, M.D., Detroit, Mich. John J. Conley, M.D., New York, N. Y. 
Dermatology _ Otolaryngology 
MD., New York, ¥. W. A. D. Anderson, M.D., Miami, Fla. 
Gastroenterology 
Pathology 
John G. Walsh, M.D., Sacramento, Calif. 
General Practice Franklin H. Top, M.D., Iowa City, Iowa 
E. Stewart Taylor, M.D., Denver, Colo. Pediatrics 
Gynecology Raymond J. Jackman, M.D., Rochester, Minn. 
Charles H. Burnett, M.D., Chapel Hill, N. C. Proctology 
Internal Medicine David G. Pugh, M.D., Rochester, Minn. 
Peter C. Gazes, M.D., Charleston, S. C. Radiology 
Internal Medicine 
Doasid D. Matson, M.D., Boston, Mass. — P. Colcock, M.D., Boston, Mass. 
Neurosurgery 
Frank R. Lock, M.D., Winston-Salem, N. C. Robert M. Zollinger, M.D., Columbus, Ohio 
Obstetrics Surgery 
Trygve Gundersen, M.D., Boston, Mass. George C. Prather, M.D., Brookline, Mass. 
Ophthalmology Urology 


Lectures, symposia, clinicopathologic conferences, round-table luncheons, medical 
motion pictures and technical exhibits. 


(All-inclusive registration fee—$20.00) 


THE CLINICAL CRUISE TO THE WEST INDIES VISITING PUERTO 
RICO, VIRGIN ISLANDS, MARTINIQUE, BARBADOS, 
TRINIDAD, CURACAO, AND HAITI 


Leaving March 12 from Port Everglades, Florida and returning March 25, 1960 


For information concerning the Assembly meeting and the cruise write Secretary, 
Room 103, 1430 Tulane Avenue, New Orleans 12, La. 
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“This should 
lift your spirits 
and make you 


feel better.” 


The menopausal patient in need of psychic support... the post- 
partum patient suffering the “baby blues” . . . the convalescent 
patient worried about her future health . . . these and many other 
patients will often benefit from the antidepressant, mood-lifting 
effect of 


D Tablets Elixir 
© >.< am y Spansule" brand of sustained release capsules 


brand of dextro amphetamine plus amobarbital 


When the depressed patient is particularly listless and lethargic, she 
will often benefit from the gentle stimulating effect of 


Dexedrine" Tablets - Elixir Spansule” capsules 


brand of dextro amphetamine 


WG) Smith Kline & French Laboratories 
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make 
them 
Measure 


iron tastes good! each daity 
cherry-flavored 


teaspoonful dose (5 cc.) contains: 

Lysine-Vitamins Lederle I-Lysine HCI 300 mg. 

itamin Bie Crystalli 25 

help restore the normal blood picture — iron as ferric 
pyrophosphate to restore or maintain normal hemoglobin. Pyridoxine HC! (Bo) 
Ferric Pyrophosphate 

(Soluble) .. 250 mg. 

Upgrade low-grade protein —cereals and other low Iron (as Ferric Pyrophosphate) 30 mg. 

Protein favorites of children, upgraded by I-Lysine, 


work with meat and other top protein to build 
stronger bodies. 


boost appetite and energy —vitamins ...B:, Bo and Bie. 


Bottles of 4 and 16 fl. 0z. 
(Zeer) LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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serve in the absence of Dr. Odon F. von Werssowetz, 
who is hospitalized in Gonzales. 

Dr. Joseph Vincent Hopkins, Victoria, has received 
a plaque awarded to the General Practitioner of the 
Year as chosen by the House of Delegates of the ae 
Texas Medical Association. 


4 of Life Insurance Medical Directors of America. 
The Pulaski County Medical Society has held a 
| reorganizational meeting and named officers. Dr. W. 
W. Walton is President, 
Vice-President, and Dr. W. Fredric Delp, Secretary- of the Department of Mental Health, has been named 
‘Treasurer. The doctors are all from Pulaski. 
Dr. Hiram W. Davis, Richmond, State Commissioner Mental Health Center for Children. 
of Mental Hygiene and Hospitals, has been named to Dr. William R. Laird, Montgomery, has been 
a committee on planning for mental health facilities 
throughout the United States. 


SOUTHERN MEDICAL JOURNAL DECEMBER 1959 voL 


Dr. David M. Hume, Professor and Chairman of 
the Department of Surgery, Medical College of vir. 


Capt. Jack B. McClure, San Antonio; Drs. Shirley E. ginia, was one of three doctors from the United State 
Townsend, Sherman; Mary Witt Hughes, Texarkana; 


B. F. Bolton and Harold Kleiman, Victoria; Malcolm 18th Congress in Munich, Germany. 
M. MacRae and Harry W. Slade, Waco; and Robert ! 
B. Caraway, Jr., Wharton. 


who addressed the International Society of Surgery 


Three Norfolk doctors have been named to offices 
on the medical staff of DePaul Hospital, Norfolk. 


Dr. Marjorie Ruth Kirkpatrick, Gonzales, has be- Dr. Helen W. Taylor is President-Elect; Dr. John § 
come Acting Director of the Texas Rehabilitation Thiemeyer, Jr., is Chief of Staff and Dr. Chark . 
Center (Gonzales Warm Springs Foundation). She will Horton has been re-elected Secretary. = 


Dr. Cary Suter has been appointed Assistant Pro. en 
fessor at the Medical College of Virginia in the pj. 
vision of Neurology and is the Neurologist in charge 
of Electroencephalography. He was formerly Assistant 
of Neurology and Psychiatry at the University of Vir. te 
ginia and has completed a two year National Institutes 
of Health Fellowship in Neurology at the Mayo Clinic, 


VIRGINIA Drs. Albert Rigsbee, Washington, D. C., and J. L. 
Dr. Ennion S. Williams, Richmond, Vice-President Zylman, Falls Church, are among those named to the 4 
| and Medical Director of the Life Insurance Company Board of Directors of the Northern Virginia Heart ‘ 
| of Virginia, was elected President of the Association Association. Dr. J. Raymond B. Hutchinson, Arling- 


ton, is President. 


WEST VIRGINIA 


F. McGuire, Dr. Margaret T. Ross, Charleston, former Director 


Director and Psychiatrist at Hillcrest, a Charleston 


Continued on page 91 


single or en suite. 


Appalar hia fiall Asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, conva- 
lescence, drug and alcohol habituation. 


Insulin Coma, Insulin Sub-Shock, Electroshock and Psychotherapy are employed. The Institution is 
equipped with complete laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around clime for health and comfort. There are ample facilities for classification of patients, rooms 


Wo. Ray GriFFIN, JR., M.D. 
Rosert A. GriFFin, M.D. 


For rates and further information write APPALACHIAN HALL, AsnHevit_e, N. C. 


EsTABLISHED 1916 


Mark A. GriFFIN, M.D. 
Mark A. GrirFIN, jR., M.D. 
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logical 
prescription 
for 
overweight patients 


meprobamate plies d-amphetamine 


... depresses appetite... elevates mood ... eases 
tensions of dieting ... without overstimulation, 
insomnia, or barbiturate hangover. 


anorectic-ataractic 


MEPROBAMATE WITH D-AMPHETAMINE SULPATE LEDERLE 


cooted toblet [pink] contains 400 ine wifote, 5 mg. 
Dosage: One tablet one-half to one hour before each meal. 


_ LEDERLE LABORATORIES 
of AMERICAN CYANAMLD COMPANY, 


Pearl River, 
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awarded the degree of Doctor of Science by Waynes- 
burg College at Waynesburg, Pennsylvania. Several 
colleges have awarded honorary degrees to Dr. Laird, 
and in 1958 the American College of Surgeons pre- 
sented him with its Distinguished Service Award. 

Dr. Herman W. Rannels, New York City, has been 
named Chief of Clinical Services and Chief of Ob- 
stetrics and Gynecology at Man Memorial Hospital in 
Man. Announcement of the appointment was made 
by Dr. John Newdorp, Washington, D. C., Medical 
Administrator of the Miners’ Memorial Hospital As- 
sociation. 

Dr. George M. Lyon, Huntington, Manager of the 
Veterans Administration Hospital in that city, has 
been presented with the VA’s highest honor award. 
The presentation, made by Sumner G. Whittier, Ad- 
ministrator of Veterans Affairs, was in recognition of 
his “Conspicuous Services to American Veterans and 
Citizens in War and Peace.” 

Dr. Chauncey B. Wright, Huntington, was re-elected 
President of the West Virginia Cancer Society. Dr. 
Hu C. Myers, Philippi, was elected Vice-President. 

Dr. J. J. Jenkins, Jr., Fairmont, has been installed 
as President of the West Virginia Heart Association. 
He succeeds Dr. James H. Wolverton, Jr., Piedmont. 

Dr. A. C. Woofter, Parkersburg, who has served as 
Vice-President during the past year, was named Presi- 
dent-Elect, and Dr. Morris H. O’Dell, Charleston, suc- 
ceeded him as Vice-President. Dr. James H. Walker, 
Charleston, was re-elected Secretary. 


Daniel D. Chiles, M.D. 
Clinical Director 

James K. Morrow, M.D. 

Clara K. Dickinson, M.D. 


Clinical Psychology: 
Thomas C. Camp, Ph.D. 
Artie L. Sturgeon, Ph.D. 


Bluefield Mental Health Center 
525 Bland St., Bluefield, W. Va. 
David M. Wayne, M.D. 


Charleston Mental Health Center 
1119 Virginia St., Charleston, W. Va. 
B. B. Young, M.D., Director 


SAINT ALBANS 
PSYCHIATRIC HOSPITAL 
Radford, Virginia 


STAFF 
James P. King, M.D., Director 


AFFILIATED CLINICS 


William D. Keck, M.D. 

Edward W. Gamble, III, M.D. 

J. William Giesen, M.D. 
Internist (Consultant) 


Don Phillips 
Administrator 


Beckley Mental Health Center 
109 E. Main St., Beckley, W. Va. 
W. E. Wilkinson, M.D. 


Norton Mental Health Clinic 
Norton Community Hospital, Norton, Va. 
Pierce D. Nelson, M.D., Director 


Director 
named 
‘harleston 
N.Y. 
nva- 
n is 
all 
oms 
q 


SOUTHERN MEDICAL JOURNAL 


Question: 

Why do so many physicians prefer 
Cafergot and Cafergot P-B for 
migraine and other recurrent 
throbbing headaches? 


Answers: 
By leading clinicians, quoted from 
their published investigations. 


"THE JOURNAL “The highest percent- 
_ ===. | age (83%) of patients 
= with symptomatic 
relief is obtained by 
early and adequate 
administration of 
ergotamine and caf- 
| feine (Cafergot), alone 
or combined with anti- 
spasmodics and/or sedatives (Cafergot 
P-B).” (Friedman, A. P.: J.A.M.A. 
163:1111, March 30, 1957.) 


“For those patients 
in whom nausea and 
vomiting occur so 
early in the attack 
that oral medication 
cannot be used, rectal 
administration is 
sometimes a simple 
and effective solution. 
Cafergot supposi- 
tories...and Cafergot P- 
tories...are useful additions to the 
armamentarium.” (MacNeal, P. S., et 
al.: Management of the Patient with 
Headache, 1957.) 


MEDICAL “The tablets [Cafer- 
ANNALS got P-B] were espe- 
 Gially useful when the 
headaches were ac- 
companied by nerv- 
ous tension and 
gastrointestinal up- 
set....Cafergot P-B 
Tablets constitute an 
important addition to the treatment of 
vascular headache.” (Blumenthal, L. S., 
and Fuchs, M.: Med. Annals District of 
Columbia 26:175, April 1957.) 


“Symptomatic treat- Ne 
ment is essentially 
one of pharmacother- 
apy, and the best 
results have been 
obtained with the use 
of ergotamine deriva- 
tives, notably a com- 
pound of ergotamine 
and caffeine (Cafergot).” (Friedman, 
A. P., von Storch, T. J. C., Merritt, 
H. H.: Neurology 4:773, Oct. 1954.) 


first choice 


- and other recurrent, 


for migraine 


throbbing headaches 


CAFERGOT 


CAFERGOT TABLETS 

ergotamine tartrate 1 mg., caffeine 100 mg. 
Dosage: 2 at first signs of attack; if needed, 
1 additional tab. every % hour until relieved 
(max. 6 per attack). 


CAFERGOT SUPPOSITORIES 

ergotamine tartrate 2 mg., caffeine 100 mg. 
Dosage: 1 as early as possible in attack; 

second in one hour, if needed (max. 2 per attack). 


When the headache is associated with nervous 
tension and G.I. disturbance 


CAFERGOT P-B TABLETS 

ergotamine tartrate 1 mg., caffeine 100 mg., 
Bellafoline 0.125 mg., pentobarbital sodium 30 mg. 
Dosage: same as Cafergot Tablets. 


CAFERGOT P-B SUPPOSITORIES 

ergotamine tartrate 2 mg., caffeine 100 mg., 
Bellafoline 0.25 mg., pentobarbital sodium 60 mg. 
Dosage: same as Cafergot Suppositories. 


SANDOZ 
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ILOSONE’ 125 SUSPENSION 


Lauryl Sulfate 


Formula: 


deliciously flavored - decisively effective 


Each 5-ce. teaspoonful provides Ilosone Lauryl Sulfate equivalent to 125 
mg. erythromycin base activity. 
Usual Dosage: 
10 to 25 pounds 5 mg. per pound of body weight every 
25 to 50 pounds 1 teaspoonful i 
Over 50 pounds 2 teaspoonfuls 
In more severe infections, these dosages may be doubled. 


Supplied: 


In bottles of 60 cc. 


LILLY AND COMPANY 


hours 


llosone® (propiony! erythromycin ester, Lilly) 
llosone® Laury! Sulfate (propiony! erythromycin ester lauryl! sulfate, Lilly) 


INDIANAPOLIS 6, 


INDIANA, U.S. A. 


932702 
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“In all things, success 
depends upon pre- 
vious preparation...” 


—-CONFUCIUS 


E LD E 


vitamin-mineral-hormone supplement 


help prepare your middle-aged patients 
each KAPSEAL contains: 
vitamins 
Vitamin A 1,667 Units (0.5 mg.) for healthy retirement years 
Vitamin B: mononitrate 0.67 mg. 
Ascorbic acid 33.3 mg. 
Nicotinamide 16.7 mg. 
Vitamin Bz 0.67 mg. 
Vitamin Bo 0.5 mg. 
Vitamin B12 with intrinsic 
factor concentrate 0.033 USP Unit (oral) 
Folic acid 0.1 mg. 
Choline bitartrate 6.67 mg. 
Pantothenic acid 
(as the sodium salt) 5 mg. 
minerals 
Ferrous sulfate (exsiccated) 16.7 mg. 
Iodine (as potassium iodide) 0.05 mg. 
Calcium carbonate 66.7 mg. 
digestive enzymes 
Taka-Diastase® 20 mg. 
(aspergillus oryzae enzymes) 
Pancreatin 133.3 mg. 
protein improvement factors 
]-Lysine monohydrochloride 66.7 mg. 
dl-Methionine 16.7 mg. 
gonadal hormones 
Methyl testosterone 1.67 mg. 
Theelin 0.167 mg. 


dosage: One Kapseal three times daily before 
meals. Female patients should follow each 
21-day course with a 7-day rest interval. 
Packaging: ELDEC KAPSEALS are available 
in bottles of 100. 


ELDEC BEGINS AT 40 
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